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PEEFACE. 


The  present  volume  would  not  be  complete  without  some 
allusion  to  the  very  considerable  alterations  which  are  in 
progress  in  the  school  buildings. 

The  recent  extension  of  the  medical  curriculum  to  five 
years,  and  the  growing  wants  of  the  School,  have  made  it 
necessary  to  provide  increased  accommodation  for  the  teach- 
ing of  special  subjects. 

To  meet  this  demand  new  buildings  were  projected  in 
1892,  the  erection  of  which  has  only  been  delayed  by  the 
inevitable  difficulties  of  providing  a  sufficient  sum  to  carry 
out  the  alterations  in  a  satisfactory  manner. 

The  new  buildings,  the  elevation  of  which  is  given  as  the 
frontispiece,  were  commenced  in  May,  1893,  and  it  is  hoped 
that  they  will  be  completed  by  the  end  of  the  present  year. 

The  Treasurer  and  Governors,  though  unable  to  erect  the 
buildings  at  the  cost  of  the  hospital,  entered  warmly  into 
the  scheme  and  gave  all  the  assistance  in  their  power,  and 
they  obtained  permission  from  the  Court  of  Chancery  to  lend 
a  sum  of  £16,000  to  the  Hospital  and  School  Staff.  The 
medical  officers  and  teachers  in  their  turn  made  themselves 
collectively  and  individually  responsible  for  the  payment  of 
the  interest  on  this  sum  and  the  repayment  of  the  capital  by 
the  formation  of  a  sinking  fund  extending  over  a  period 
of  thirty  years. 

The  scheme  has  therefore  entailed  considerable  self-sacri- 
fice on  the  part  of  the  Staff,  but  it  is  hoped  that  the  School 
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may  reap  the  advantage  whicli  will  be  afforded  by  the  in- 
creased facilities  for  teaching  and  research. 

It  will  be  seen  by  reference  to  the  ground  plan  that  the 
additions  which  are  to  be  made,  include  extensions  of  the 
Physiological  and  Pathological  Departments  and  of  the 
Students'  Club,  with  alterations  and  improvements  in  the 
Chemical  Laboratories,  &c. 

Physiological  Department. — It  is  remarkable  that  so  short 
a  time  as  twenty-five  years  ago  it  should  not  have  been 
thought  necessary  to  include  a  definite  Physiological  Depart- 
ment in  the  plan  of  a  medical  school,  yet  at  the  opening  of 
the  new  School  in  1871  it  was  found  necessary  to  convert  a 
series  of  rooms  constructed  for  the  purposes  of  Pathological 
Chemistry  into  a  Physiological  Laboratory.  The  room  thus 
obtained  has  done  good  service  in  the  past,  not  only  being 
used  for  the  purposes  of  Physiological  Teaching  but  also  for 
the  Classes  of  Biology  and  Pathology  since  instituted.  The 
growth  of  teaching  in  Physiology  has,  however,  long  since 
made  this  combined  arrangement  inconvenient,  since  it  has 
been  found  impracticable  to  give  adequate  locker  and  table 
space  to  several  classes  in  the  same  laboratory,  and  the 
teachers  were  put  to  much  inconvenience  by  the  want  of 
separate  lecture  rooms.  These  difficulties  have  now  been 
overcome  by  the  provision  of  new  premises  for  the  Patho- 
logical and  Biological  Classes,  and  the  extension  of  the  present 
laboratory  by  including  the  small  yard  heretofore  existing 
between  it  and  the  Demonstrator's  rooms.  This  extension 
has  provided  a  lecture  dais,  backed  by  the  class-rooms  and 
flanked  by  a  small  room  fitted  up  for  Micro-photography,  and 
capable  of  being  darkened  for  the  purpose  of  lantern  demon- 
strations. A  new  engine-house,  outside  the  walls  of  the 
main  building,  has  also  been  built  for  the  gas  engine  which 
works  the  apparatus  for  practical  classes,  and  the  crank  has 
been  extended  so  as  to  allow  of  the  use  of  the  power  on  the 
lecturer's  table.      The  department  has  thus  been  rendered 
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complete  in  itself  and  thoroughly  convenient.  The  expense 
of  these  alterations  has  been  borne  by  the  School  Funds  in 
addition  to  the  £16,000  which  is  to  be  expended  on  the  new 
buildings. 

Pathological  Department. — This  department  now  consists  of 
the  Museum,  Curator's  Rooms,  Bacteriological  Laboratory, 
Cast  Eoom  and  Post-mortem  Room,  and  is  complete  in  itself. 

A  large  Laboratory  is  being  provided  in  the  new  west 
wing. 

The  room  is  lighted  on  three  sides,  is  51  ft.  by  29^  ft. 
in  size,  and  connected  with  it  is  a  small  private  room  for 
the  use  of  the  teachers. 

On  the  ground-floor  of  the  same  wing  are  rooms  of  similar 
dimensions,  which  will  for  the  present  be  used  as  Class- 
rooms for  various  subjects.  A  part  will  be  specially  paved 
so  as  to  be  used  for  the  Operative  Surgery  Classes. 

Biology. — At  present  the  class  will  be  held  in  the  new 
Pathological  Laboratory,  but  if  further  accommodation  should 
be  needed  in  the  future,  the  Class-room  just  alluded  to  will 
be  well  adapted  for  the  purpose. 

Chemistry  and  Physics. — Considerable  alterations  and  im- 
provements were  made  in  the  fitting  and  arrangement  of  the 
Laboratory  last  year,  and  it  is  proposed  to  bring  the  Collec- 
tion of  Physical  Apparatus  down  from  the  room  on  the  first 
floor,  which  it  now  occupies,  to  the  Materia  Medica  Museum, 
so  as  to  place  the  whole  department  en  suite.  This  will 
allow  of  the  present  first  floor  room  being  converted  into  a 
Reading  or  Class-room  in  connection  with  the  existing 
Library. 

Students'  Club. — It  has  long  been  felt  that  the  present 
basement  accommodation  for  this  Club  was  unsatisfactory, 
and  to  bring  this  thoroughly  up  to  the  standard  of  the 
School  it  has  been  decided  to  erect  a  second  wing  to  the  east 
of  the  present  front,  which  will  contain  a  large  Dining  Room, 
a  Smoking  and  Reading  Room,  a  Kitchen  and  Offices.      This 
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will  entirely  remove  the  cooking  from  the  present  main 
buildings,  while  the  sitting  rooms  will  be  commodious,  airy, 
and  convenient. 

The  School  authorities  trust  that  these  various  alterations 
will  place  the  building  in  a  position  second  to  none  of  the 
Metropolitan  Schools.  A  reference  to  the  frontispiece  will 
show  the  alterations  in  the  appearance  of  the  original  building, 
and  it  is  hoped  that  all  old  St.  Thomas's  men  will  take  the 
opportunity  of  coming  to  inspect  the  changes  when  complete. 

The  buildings  are  to  be  completed  by  Christmas,  1893. 
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F.  LE  GEOS  CLAEK,  F.E.C.S.,  F.R.S. 


"  Non  omnis  moriar,  multaque  pars  mei. 
Vitabit  Libitinam." 


There  has  passed  away  from  our  midst  one  who  will 
certainly  not  die  in  the  memory  of  his  old  pupils  and 
friends ;  one  who^  more  than  any  other  teacher  of  our  time, 
has  attached  himself  to  our  school ;  one  whose  monument 
has  essentially  been  raised  in  the  affectionate  memory  of 
students,  and  whose  influence  will  not  pass  away  with  him. 

As  one  who  has  been  closely  connected  with  him  as  pupil, 
colleague,  and  friend,  I  feel  it  indeed  an  honour  to  have 
been  asked  to  contribute  some  short  account  of  him,  his  life, 
his  work,  his  influence  and  character.  But  I  recognise  the 
difficulty  of  my  task,  for  mine  has  been  no  common  loss. 

A  Striking  Face  and  Figure. 

By  the  likeness  of  him  given  in  the  accompanying  plate, 
friends  will  recognise  him,  it  is  to  be  hoped,  as  they  have 
best  known  him.  The  photograph  was  taken  by  Bassano, 
of  Old  Bond  Street,  and  represents  him  about  the  year  1887. 
Several  likenesses,  taken  at  other  times,  show  very  little 
change  in  the  character  of  the  face  or  figure.  Even  a 
sketch  taken  in  1847,  representing  him  as  a  handsome  man 
in  the  magnificent  coat  collar  of  the  time,  is  unmistakeable, 
and  a  marble  bust  of  about  1865  is  severely  characteristic, 
though  not  showing  his  more  recent  beard  and  moustache. 

His  high  and  intellectual  forehead  indicated  an  intensity 
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of  feeling  which  he  peculiarly  possessed  ;  heavy  eyebrows 
overhung  his  keen  and  deep-set  eyes,  making  an  impressive, 
dignified,  kindly,  yet  severe  countenance.  The  austerity  of 
this  sometimes  rather  overawed  a  candidate  at  examinations, 
but  he  was  really  very  tender-hearted,  and  often  acted  as 
the  examinee's  best  friend  when  he  least  thought  it. 

Few  men  possessed  so  commanding  an  appearance.  Tall, 
spare,  erect,  and  square  shouldered,  he  possessed  the  frame 
of  a  classical  athlete,  and  looked  as  if  he  could  deliver  well 
from  the  left  shoulder,  and  from  his  earliest  times  was  fore- 
most in  active  outdoor  exercises.  Of  these,  riding,  rowing, 
and  boxing  were,  I  believe,  his  favourite  pastimes.  Until 
a  short  time  before  his  death  he  could  be  seen  almost  daily 
on  horseback.  He  was  fearless  as  a  rider,  but  gentle  with 
his  steed,  enjoying  the  meet  of  the  hounds  as  much  as  the 
horse  did  itself.  He  was  very  fond  of  all  domestic  animals; 
and  it  is  not  surprising  that  they  were  quick  to  discover  it 
and  become  attached  to  him. 

Muscles  foe  Use  and   Study. 

A  few  who  knew  him  intimately  may  perhaps  remem- 
ber that  his  muscular  development  was  extraordinary 
■ — not  from  its  massiveness,  but  from  its  clear  definition, 
and  this  may  in  part  account  for  his  fondness  of  the 
study  of  muscular  action.  Separate  processes  and  digi- 
tations  of  muscles  could  be  brought  into  prominent 
relief  by  him  at  will,  and  he  enjoyed  studying  the  action 
of  these.  His  most  important  paper,  read  before  the  Royal 
Society,  "On  the  Actions  of  Muscles  in  Respiration,"  was  the 
furthest  development  of  his  study  in  this  direction.  Up  to 
a  very  late  period  of  his  life  he  remained  one  of  the  most 
active  men  I  have  ever  known.  He  would  think  nothing  of 
vaulting  a  gate,  or  undertaking  any  manual  labour  fit  only 
for  a  young  man. 

One  of  the  most  noticeable  peculiarities  in  his  aspect  was 
the  presence  of  a  most  strongly-developed  "  Arcus  Senilis," 
present  from  the  earliest  times  that  I  knew  him,  and  this 
with  markedly  rigid  arteries  on  the  temple  and  in  the  pulse, 
indicated  a  possible  source  of  trouble  in  his  vascular  system. 
But  this  never  became  more  pronounced  than  it  was  at  first. 
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Some  Landmarks  in  a  Long  Life. 

He  was  cue  of  a  large  familyj  the  youngest  of  nine, 
and  lie  outlived  tliem  all.  If  it  be  true  that  children  of 
large  families  have  made  more  mark  in  the  world  than  those 
of  small,  perhaps  the  discipline  necessai'y  in  large  families, 
and  the  mutual  help  in  after  life,  may  help  to  account  for 
this. 

Born  in  Mincing  Lane  in  1811,  the  son  of  a  resident  city 
merchant — for  in  those  days  merchants  I'esided  in  the  city 
more  than  now — his  earliest  school-life  of  importance  was 
at  Iron  Acton  in  Gloucestershire,  where  he  was,  with  two 
of  his  brothers,  under  the  vicar. 

A   Strange    Eevisit. 

A  very  curious  circumstance  happened  with  regard  to 
this  in  after-life.  Just  fifty  years  after  being  at  school 
there,  he  went  down  with  his  friend  Sir  James  Paget  and 
stopped  in  the  same  place — in  the  same  house  where  he  had 
been  at  school.  The  place  had  not  changed.  Everything 
was  so  much  in  the  same  condition  as  when  he  last  saw  it 
that  he  was  able  to  direct  enquirers  to  find  their  way  to 
certain  parts  of  the  woods  and  neighbourhood,  and  to  some 
caves  not  generally  known.  An  old  monument  in  the 
church  was  that  of  a  Knight  Templar,  and  Mr.  Le  Gros  Clark 
asked  if  the  spurs  to  the  figure  had  been  found,  for  they 
were  apparently  missing  from  the  monument.  He  said  that 
as  a  boy  he  had  thrown  them  up  on  the  top  of  the  stone 
canopy.  The  verger,  by  means  of  a  ladder,  found  them 
there  amongst  piles  of  dust  and  rubbish.  Folks  here  were 
not  very  enterprising  and  church  cleaning  not  too  thorough. 
He  was  almost  startled  at  finding  the  parish  clerk  as  un- 
changed as  the  place  itself — apparently  the  same  old  white- 
headed  man  as  he  had  known.  Truth  to  tell,  he  was  the 
son  of  the  parish  clerk  of  fifty  years  before.  Some  of  the 
very  old  folk  came  out  to  greet  "  Master  Clark  "  and  renew 
old  times.  Truly  Iron  Acton  must  be  somewhat  antique, 
and  suitable  for  a  visit  from  Rip  Van  Winkle.  It  would  be 
interesting  to  compare   the  experience  of  anyone  else  as  to 
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revisiting  the  scenes  of  their  boyhood  and  finding  all  un- 
changed after  fifty  years. 

Climbing  the  Professional  Ladder. 

He  entered  as  a  student  at  St.  Thomas's  Hospital  in 
1827,  two  years  after  the  separation  of  the  Borough  hos- 
pitals. Those  were  the  days  of  hospital  apprenticeships — 
almost  a  necessary  condition  for  ultimate  promotion  on  the 
staff.  Mr.  Travers,  the  Senior  Surgeon,  was  an  old  friend 
of  his  father's,  and  he  was  apprenticed  to  him,  though  at 
one  time  there  was  a  question  about  his  being  apprenticed 
to  Mr.  (afterwards  Sir  Benjamin)  Brodie.  Le  Gros  Clark's 
admiration  for  his  old  master,  Travers,  as  a  surgeon  and  a 
philosophical  writer  remained  unabated  to  the  end.  He 
seems  to  have  been  a  successful  student,  for  he  obtained 
the  Cheselden  Medal  in  1830,  and  was  appointed  Assistant 
Demonstrator  of  Anatomy  in  the  same  year.  Promotion, 
however,  was  slow  in  those  days,  for  it  was  not  until  nine 
years  afterwards  (1839)  that  he  became  Lecturer  on  Ana- 
tomy and  Physiology  combined.  A  curious  custom  existed 
at  that  time,  for  before  his  certificate  as  Lecturer  was  recog- 
nised by  the  College,  he  was  required  to  appear  before  the 
Council  and  to  deliver  two  lectures  before  them — one  on 
Anatomy  and  Physiology  and  the  other  on  Surgery,  the 
subjects  being  given  with  two  hours  for  preparation.  This 
rule  soon  became  obsolete. 

It  was  not  till  1843,  or  thirteen  years  from  the  time  of 
his  becoming  Demonstrator,  that  he  was  appointed  Assistant 
Surgeon  on  Mr.  Tyrrell's  sudden  death.  After  becoming 
Demonstrator,  he  used  to  spend  part  of  his  summer  session 
abroad  in  the  medical  schools,  and  in  this  way  visited 
Paris,  Berlin,  Gottingen  and  Edinburgh  ;  previous  to  this  he 
had  attended  the  Anatomical  School  in  Dublin,  where  he 
resided  with  Harrison,  a  genial  man,  the  well-known  author 
of  a  '  Treatise  on  the  Anatomy  of  the  Arteries.' 

At  Paris,  Roux  was  the  great  attraction,  and  Le  Gros 
Clark  retained  a  great  admiration  for  him  during  the  rest  of 
his  life. 

Germany,  in  those  days,  was  not  so  attractive  as  now  for 
students.      But  Graefe,  Dieffenbach,  and  the  elder  Langen- 
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beck  were  some  of  the  great  stars.  Miiller  of  Berlin  was 
another,  and  Dupuytren  in  Paris  was  as  attractive  as  a 
great  bear  could  be.  Yet  Le  Gros  Clark  was  an  admirer  of 
his  work,  and  afterwards  translated  one  of  his  books  for 
the  Sydenham  Society. 

After  serving  as  Assistant  Surgeon  ten  years  he  became 
full  Surgeon  in  1853,  and  retained  this  office  for  twenty 
years.  Increasing  engagements  induced  him  to  resign  the 
Chair  of  Anatomy  in  1854,  but  he  retained  the  lectures  on 
Regional  and  Surgical  Anatomy,  while  Mr.  Rainey  was 
appointed  to  lecture  on  Descriptive  Anatomy.  When  Mr. 
South  resigned  the  Chair  of  Surgery,  Mr.  Le  Gros  Clark 
succeeded  him,  and  retained  this  office  until  he  retired  from 
the  hospital  in  1873. 

In  1864  he  was  elected  a  member  of  the  Council  of  the 
College  of  Surgeons  and  served  on  the  different  com- 
mittees. He  was  Hunterian  Professor  of  Surgery  and 
Pathology  for  the  years  1867  and  1868  when  the  lectures 
he  then  delivered  were  upon  "  Surgical  Diagnosis,  especially 
in  reference  to  Visceral  Lesions." 

In  1872  he  was  appointed  Vice-President,  and  in  1874 
President  of  the  Royal  College  of  Surgeons,  giving  the 
Hunterian  Oration  in  1875,  whilst  President,  on  February 
13th,  the  48th  anniversary  of  his  apprenticeship  to  the 
College.  This  Oration  was  philosophical  and  full  of  thought, 
and  was  referred  to  in  the  recent  important  Oration  by  Mr. 
Bryant  on  Hunter's  Centenary. 

After  acting  as  Examiner  in  Surgery  at  the  College 
of  Physicians  for  two  years  and  the  University  of  London 
for  five  years,  he  was  appointed  a  member  of  the  Court  of 
Examiners  of  the  College  of  Surgeons  in  1870,  and  re- 
appointed in  1875.  He  retired  at  the  expiration  of  the  ten 
years,  and  during  the  first  half  of  this,  examined  in 
anatomy  and  physiology,  as  well  as  in  surgery ;  but  the 
subjects  were  separated  in  1875,  and  he  then  only  ex- 
amined in  surgery. 

In  1872  he  was  elected  a  Fellow  of  the  Royal  Society,  a 
distinction  of  which  he  remained  justly  proud  all  his  life, 
and  of  which  he  recognised  fully  the  responsibility.  He 
contributed  a  paper  to  the  'Transactions'  on  "  The  Mechanism 
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of  Respiration/'  a  paper  well  worth  careful  study,  as  it  goes 
into  the  use  of  muscles  not  previously  credited  with  the 
action  he  ascribes  to  them.  This  paper  is  reprinted  in  his 
collection  of  '  Miscellaneous  Essays/  which  appeared  in  the 
year  1890,  two  3-ears  before  his  death. 

For  some  years  he  was  Surgeon  to  the  Magdalen  Hospital 
and  to  the  London  Female  Penitentiary.  He  was  also  Con- 
sulting Surgeon  to  the  Surrey  County  Hospital  and  to  the 
Great  Northern  Hospital.  But  an  appointment  which 
threw  him  more  into  contact  with  the  leading  surgical  and 
medical  workers  of  the  day  was  that  of  Surgical  Secretary 
to  the  Medico- Chirurgical  Society,  where  Dr.  Curshan  and 
Dr    Baly  were  successively  his  medical  colleagues. 

Changes  of  Residence. 

In  his  early  days   Spring  Gardens   formed   an  important 

centre  for  surgical  celebrities,  and  he  at  first  resided  here,  near 
to  Bransby  Cooper  and  Mr.  Partridge,  Bransby  Cooper  was 
specially  kind  to  him,  and  told  him  many  tales  of  his  uncle. 
Sir  Astley  Cooper  ;  but  he  was  a  rough  and  uncultivated, 
though  genial  man,  and  did  not  impress  Le  Gros  Clark  as  a 
scientific  surgeon.  It  was  the  wish  of  the  authorities  at 
the  Hospital  that  Mr.  Clark  should  have  rooms  nearer  St. 
Thomas's,  and  he  moved  to  St.  Thomas's  Street,  and  had 
his  countr}'  house  at  Lee.  In  1871,  however,  he  purchased 
a  property  near  Sevenoaks,  and  many  old  and  present 
students  will  be  able  to  recall  him  in  his  country  house 
there,  surrounded  by  beautiful  scenery  and  the  comforts  of 
a  charming  home.  Here  he  lived  and  here  he  died,  holding 
still  his  office  of  Consulting  Surgeon  to  the  South-Eastern 
line,  which  ran  close  to  his  house,  and  being  called  in 
frequently  to  the  Cottage  Hospital  for  his  opinion  as  Con- 
sulting Surgeon.  He  was  also,  naturally,  much  consulted 
on  surgical  cases  by  local  practitioners,  and  was  always 
ready  to  give  his  advice  to  the  poor.  He  was  able  from 
Sevenoaks  to  pay  frequent  visits  to  his  old  Hospital  and  to 
Salters'  Hall,  where  he  was  twice  Master  at  twenty  years' 
interval,  and  an  active  member  of  the  governing  body. 

As  a  Governor  of  St.  Thomas's  and  Consulting  Surgeon, 
he  took  an  active   interest  in  the  progress  of  the   School. 
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Many  and  long  talks  have  we  had  over  the  changes 
and  improvements  in  the  working  of  the  old  School^  and 
nothing  that  has  happened  in  the  course  of  the  last  twenty- 
years  has  occurred  without  his  watching  it  with  keen  in- 
terest, and  very  often  helping  in  some  form  or  other.  For 
he  was  at  one  time  a  member  of  the  House  Committee,  and 
always  took  an  active  interest  in  the  progress  of  the  School 
and  Hospital.  Even  present  students  will  recognise  this  in 
the  frequency  with  which  he  came  down  to  their  meetings 
to  deliver  some  address  to  the  Physical  Society,  or  to  take  the 
chair  at  the  Keligious  Society,  or  to  attend  some  of  their 
conversaziones  and  concerts. 

Three  Introductory  Addresses  at  St.   Thomas's. 

He  delivered  the  Introductory  Address  at  the  old  Hospital 
in  1852,  and  had  the  honour  of  giving  the  first  at  the 
present  Hospital  in  1871,  as  has  been  graphically  told  by 
Dr.  Leeson,  in  the  '  St.  Thomas's  Hospital  Gazette.'  Again, 
for  the  third  and  last  time,  in  1883,  he  gave  the  Address  to 
an  attentive  audience  of  old  and  new  students.  We  think 
no  one  else  has  done  this  three  times.  He  was  always 
present  at  the  distribution  of  prizes  and  the  old  students' 
dinners,  as  many  will  remember,  and  perhaps  all  the  more 
from  most  old  students  seeing  him  at  one  of  these  for  the 
last  time. 

Of  course,  it  was  over  the  men  of  past  times,  some  of 
whom  have  already  retired  from  the  Staff,  and  others  who 
have  become  grey  in  professional  work  or  public  service, 
that  his  influence  was  most  felt.  The  present  generation  is 
differently  placed.  "  The  old  order  changeth,  giving  place  to 
new."  Nothing  can  show  the  truth  of  this  more  than  the 
introductory  chapter  he  put  in  with  his  miscellaneous  papers. 
Another  paper  he  also  wrote  on  "  Sixty  Years  Ago,"  will  be 
found  in  the  first  number  of  the  '  St.  Thomas's  Hospital 
Gazette,'  and  is  full  of  interest. 

A  Bridge  between  the  Old  and  the  New. 
Heroes  of  our  profession  of  recent  times,  and  extending 
into  the  past,  were  his  personal  friends  and  intimates.      Of 
the  older  times  I  have  already  mentioned  some,  but  he  was 
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always  pleased  to  talk  of  others  like  Sir  John  Forbes, 
Joseph  Henry  Greeu,  Bowman,  James  Dixon  the  ophtlialmic 
surgeon,  still  living,  we  are  glad  to  say;  and  of  his  col- 
leagues at  the  College  he  saw  more  of  and  enjoyed  the 
society  of  particularly  John  Marshall,  Busk,  Luther 
Holden,  and  Sir  William  Savory,  while  of  his  hospital 
colleagues  perhaps  the  most  intimate  have  been  Sir  Risdon 
Bennett,  Dr.  Bristowe,  Professor  Stewart,  and  Mr.  Denison, 
Dr.  Clapton,  and  his  old  pupil  Wale  Hicks,  now  Bishop  of 
Blomfontein. 

His  Last  Illness. 

In  October,  1890,  he  was  a  good  deal  occupied  with 
meetings,  and  writing  and  reading  particular  papers,  and 
after  a  late  evening  in  London,  felt  he  had  got  a  chill. 
This  prostrated  him,  but  he  threw  off  the  effects  to  a  great 
extent,  though  not  entirely.  Then  on  November  27th 
came  the  wonderful  wave  of  arctic  weather,  and  it  seemed 
to  "  get  into  his  bones."  He  was  now  laid  up  with  localised 
pleurisy  and  bronchitis,  and  being  naturally  a  restive  and 
easily -depressed  patient,  gave  great  anxiety  to  those  around 
him.  However,  he  improved,  and  insisted  on  going  to 
Worthing,  from  which  place  he  came  back  rather  the  worse 
for  the  visit.  His  old  friends.  Sir  Risdon  Bennett,  Dr. 
Bristowe,  and  Dr.  Clapton,  came  down  and  examined  him 
at  various  times  in  the  summer  of  1891,  and  could  find  no 
organic  disease.  Influenza  and  its  consequences  did  their 
work,  though  he  was  loth  to  confess  it.  But  the  works  were 
wearing  out.  In  the  spring  of  1892  he  suffered  acutely  from 
renal  colic,  and  was  carefully  attended  by  Dr.  Blomfield,  with 
occasional  consultations  with  Dr.  Ord,  his  old  friend  and 
pupil.  But  he  became  weaker  and  weaker,  and  passed  away 
on  July  19th,  1892,  after  a  short  last  illness.  He  was  buried 
at  Riverhead,  where  he  had  attended  the  church  for  the  last 
twenty  years  or  more. 

A  Peofessional  Study  of  a  Hospital  Surgeon  and  Teacher. 

Considering  him  now  as  a  hospital  surgeou,  it  would  be 
difficult  to  find  anyone  who  would  rank  higher  in  modern 
days.      His  opinion  was  always  highly  estimated,  and  I  have 
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known  him  right  where  others  of  equal  standing  were 
wrong.  He  prided  himself  justly  upon  his  "  tactus  erudi- 
tus,"  and  could  distinguish  deep  fluctuation  when  others 
failed.  His  judgment  also  was  that  of  a  calm,  scientific 
mind,  leaning  rather  to  what  was  within  proof  and  certainty, 
not  being  swayed  by  the  opinions  of  others,  though  he  was 
always  attentive  to  their  criticisms. 

One  who  has  been  associated  with  him  intimately  lias 
written  of  him  as  follows  ("  Lancet/  October  22nd, 
1892)  :  "  He  was  not  only  a  distinguished  surgeon,  but  a 
very  wise  and  safe  one.  His  sympathies  were  always  with 
the  higher  and  nobler  aims,  and  he  strove  to  raise  the 
thought  and  tone  of  his  profession.  To  regard  surgery  as 
a  mere  art  he  believed  to  be  a  very  inadequate  expression. 
Scientific  surgery  was  his  aim,  and  his  thought  and  work 
were  ever  in  this  direction  ;  he  was  singularly  conscientious." 
But  it  would  almost  make  those  who  really  knew  him  smile 
to  be  told  he  was  "  wanting  in  decision,  and  was  apt  to 
hesitate  and  qualify,^^  and  that  this  was  the  weak  point 
of  his  character.  He  was  really  considerate  to  the  opinions 
of  others,  and  listened  to  what  men  of  much  smaller 
experience  might  have  to  say,  but  his  own  opinion  was 
formed  and  acted  upon  without  hesitation. 

It  has  been  urged  by  some  that  he  cannot  be  looked  upon 
as  a  successful  man.  But  surely  this  must  depend  upon 
our  definition  of  success.  It  is  not  claimed  for  him  that  he 
had  a  large  consulting  practice,  nor  that  he  was  run  after 
as  a  surgical  star,  but  he  gained  the  highest  possible  position 
in  the  profession,  was  always  looked  up  to  as  one  of  the 
most  eminent  men  of  his  day,  and  never  stooped  to  court 
popularity,  but  yet  was  universally  popular  when  once  well 
known.  His  opinion,  was  a  thoroughly  sound  and  wise  one, 
and  he  was  a  truly  conscientious  man. 

"  He  most  lives 
VTho  thinks  most,  feels  the  noblest,  acts  the  best." 

As  an  operator  he  was  careful,  deliberate,  and  not  want- 
ing in  boldness.  It  must  be  looked  upon  as  an  axiom  that 
a  good  surgeon  must  be  a  good  mechanic,  as  well  as 
a  good  physician  ;  and  Mr.  Clark's  great  taste  for  mechanics 
was  supplemented  by  a  keen  appreciation  of  the  importance 


xxxii  In  Memoriam — F.  Le  Gros  Clarh. 

of  medical  knowledge.  Patients  did  remarkably  well  in  his 
hands,  for  he  was  extremely  attentive  to  matters  of  detail, 
without  interfering  unnecessarily  with  Nature's  own  work. 
One  of  his  favourite  maxims  was  "  Avoid  meddlesome 
surgery." 

As  a  teacher  he  was  careful  and  thorough  in  all  his 
lectures,  and  students  never  presumed  or  were  inattentive, 
for  they  stood  in  too  much  awe  of  him,  and  knew  that  what 
he  was  teaching  them  was  sound. 

Few  men  surpassed  him  in  making  an  appropriate  and 
polished  speech  :  he  was  listened  to  with  attention,  and  he 
never  outstayed  the  welcome  of  his  hearers.  As  a  lectui-er 
his  language  was  always  to  the  point,  and  he  did  not  indulge 
in  quotations  from  authorities,  but  spoke  from  his  own 
large  experience.  What  was  a  feature  of  his  teaching  as 
regards  the  treatment  of  surgical  cases  was  that  he  laid 
great  stress  upon  general  principles.  This,  we  feel,  was  a 
great  advantage  to  students,  as  they  were  thereby  led  to 
think  for  themselves,  and  not  blindly  adopt  a  teacher's 
"  ipse  dixit."  He  was  fond  of  putting  in  Latin  epigrams, 
and  it  will  be  within  the  memory  of  many  that  this  was 
noticed  in  a  skit  upon  the  staff  of  lecturers  and  teachers 
which  some  amusing  and  clever  student  scored  against  us. 
The  list  of  the  hospital  staff  and  lecturers  hanging  up  as  a  card 
in  the  different  parts  of  the  school  and  hospital  was  enlivened 
by  having  some  one  expression  written  out  as  a  peculiar 
property  of  each  individual.  Against  Mr.  Clai'k  was  written 
'^  Cseteris  paribus,"  "  Pari  passu."  He  was  amused  at  this, 
but  the  skit  was  not  so  severe  as  that  on  some  of  his 
colleagues. 

It  was  as  a  clinical  teacher  in  the  wards  rather  than  as 
a  lecturer  that  he  will  be  remembered  by  old  students.  In 
his  visits  to  the  wards  he  was  followed  by  an  attentive  class, 
who  learnt  something  more  than  mere  surgery.  They  learnt 
how  to  treat  patients  with  kindness,  thoroughness,  and 
courtesy.  Human  nature  was  ever  a  study  for  him,  and 
patients  were  not  looked  on  as  mere  cases.  The  human 
element  in  them  was  never  lost  sight  of,  and  many  an 
indirect  lesson  was  thus  learnt. 

From   his    large    experience  he    was   fond   ot:    discussing 
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points  of  practical  importance  in  the  surgical  treatment  of 
disease  and  injury;  and  perhaps  some  of  the  most  interest- 
ing observations  he  made  to  those  going  round  with  him 
were  on  some  of  the  more  difficult  points  of  surgery  con- 
nected with  lithotomy  and  hernia,  but  these  and  other  points 
he  has  touched  upon  in  his  paper  in  the  Hospital  Reports. 

As  a  consultant  his  manner  was  too  severe  to  please  the 
practitioner  generally,  but  he  gained  the  trust  and  affection 
of  both  patient  and  practitioner,  and  this  once  gained  was 
never  lost. 

Writing  should  come  after  Experience  only. 

As  a  writer  he  was  polished,  and  somewhat  inclined  to 
follow  the  style  of  the  old  school.  He  was  not  terse  and 
epigrammatic,  as  is  the  tendency  of  the  present  day,  and  he 
was  fond  of  a  little  philosophical  ''  touching  up  "  of  his 
subject.  His  '  Miscellaneous  Papers  '  were  published  in  the 
year  1890  for  distribution  amongst  his  friends,  and  these 
were  of  general  interest.  But  besides  these  he  had  already 
published,  in  1836,  a  work  on  'The  Anatomy  and  Physio- 
logy of  the  Nervous  System  ;'  but  this  did  not  attract 
much  notice,  although  Marshall  Hall's  views  were  here  first 
enunciated.  Two  volumes  of  Dupuytren's  '  Le9ons  Orales ' 
were  issued  by  the  Sydenham  Society  in  1847  and  1853, 
translated  by  him  ;  '  Lectures  on  Surgical  Diagnosis  of 
Visceral  Injuries'  were  published  in  1870;  'Outlines  of 
Surgery,'  of  which  a  second  edition  appeared  in  1872; 
Paley's  '  Natural  Theology,'  edited  for  the  S.P.C.K.  in  1875  ; 
a  little  manual  of  Physiology  for  the  same  Society  in  1883. 
Several  articles  were  contributed  by  him  on  Anatomy  and 
Physiology  in  the  'Encyclopaedia  Metropolitana  '  about  1840  ; 
several  papers  in  the  '  Medico-Chirurgical  Transactions,' 
critical  articles  in  the  '  British  and  Foreign  Quarterly,'  and 
a  few  contributions  of  cases  to  the  medical  papers.  To 
the  '  St.  Thomas's  Hospital  Reports '  he  was  a  regular  and 
valued  contributor,  and  many  of  his  papers  now  to  be  found 
in  his  collection  of  '  Miscellaneous  Essays '  have  already 
appeared  in  these  volumes  or  in  the  '  Journal  of  Anatomy 
and  Physiology,'  '  Transactions  of  the  Royal  Society,'  or 
similar  journals,  where  they  could  not  easily  be  found. 
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But  it  was  in  his  personal  influence  over  those  who  came 
in  contact  with  him  rather  than  as  a  surgeon,  consultant,  or 
writer,  that  he  will  be  remembered.  It  is,  perhaps,  the 
unexpressed  ambition  of  most  public  men,  and  scientists  in 
particular,  to  be  able  to  feel  that  when  they  are  gone  their 
spirit  may  be  able  to  say  with  Horace, 

"  Exegi  monumentum  sere  perennius." 

To  some  it  is  permitted  to  leave  their  mark  in  some  great 
work,  literary  or  otherwise.  Too  often  a  great  name  is 
handed  down  to  posterity  attached  to  some  absurd  little 
mark  or  foramen,  some  unimportant  instrument,  or  some 
little  operation,  or  other  triviality  ;  and  this  applies  parti- 
cularly to  anatomists  and  surgeons.  There  is  an  operation 
connected  with  Mr.  Clark's  name  in  some  of  the  text-books, 
but  it  is  certainly  more  in  the  influence  for  good  which  he 
has  exerted  over  men  that  he  will  be  remembered  and  his 
name  reverenced. 

A  Personal  Study  op  a  Beave  and  Courteous 
Gentleman. 

In  his  habits  and  manner  of  life  he  was  excessively 
simple.  An  early  riser,  an  extremely  temperate  liver,  fond 
of  home  life,  yet  ready  to  join  in  public  functions  which  he 
enjoyed.  In  his  dress  he  was  always  neat,  and  his  com- 
manding appearance  made  him  always  a  prominent  figure 
in  any  collection  of  men.  In  his  courtliness  of  manner  he 
recalled  the  pictures  drawn  of  the  gentleman  of  the  old 
school,  and  there  are  those  who  have  likened  him  to  that 
masterpiece  of  Thackeray's,  "  Colonel  Newcombe."  To 
my  mind,  however,  there  was  more  of  the  chivalrous 
character  and  commanding  appearance  of  one  of  Sir  Walter 
Scott's  heroes,  and  this  was  his  favourite  type  of  character 
in  reading.  Scott  was  his  favourite  author,  and  in  many 
respects  he  reminded  one  of  the  chivalrous,  courtly,  and 
rather  fiery  character  of  the  gentlemen  drawn  not  only  by 
Scott  but  by  authors  of  that  period.  He  was  a  thoroughly 
courageous  man,  and  it  may  be  within  the  memory  of  some 
of  the  readers  of  this  paper  that  when  we  were  at  London 
Bridge,  and  some  exuberant  and   thoughtless  students   had 
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irritated  the  roughs  outside  by  snowballing  until  no  one 
dare  show  himself  outside  the  gates,  Le  Gros  Clark  came 
down  from  the  wards.  The  students  ceased  as  he  came  by 
and  doffed  their  hats  to  him.  He  ordered  the  porter  to 
throw  open  the  iron  gate,  and  walked  out  among  the  crowd, 
knocking  down  the  first  man  who  tried  to  stop  him.  Thence 
he  passed  on  unmolested  on  his  way  to  London  Bridge. 

Another  instance  of  his  courage  I  personally  recall,  for 
he  was  bringing  me  a  plaster  cast  of  some  surgical  de- 
formity, and  came  down  from  Waterloo  Station  by  the  back 
steps.  At  the  bottom  of  these  and  at  a  bend  in  the 
narrow  road  came  a  runaway  hansom  cab  without  its 
driver.  Le  Gros  Clark  stepped  into  the  road,  his  hands 
encumbered  by  my  cast  and  an  umbrella,  and  stopped  the 
horse  himself.  The  driver  came  running  up  shortly,  and 
was  so  grateful  to  Le  Gros  Clark  that  he  greatly  wanted 
him  to  come  back  to  the  public-house  where  he  had  been 
refreshing  when  his  horse  took  fright.  This  was  an 
amusing  feature  of  the  incident,  which  Le  Gros  Clark  then 
and  afterwards  laughed  at,  for  not  many  would  dare  to  offer 
him   a  "  drink  "  at  the  public-house. 

He  was  the  soul  of  honour,  and  in  any  question  of 
professional  or  other  conduct  in  which  honour  was  involved 
he  was  naturally  referred  to  as  an  arbitrator.  I  know  that 
in  any  case  of  doubt  or  difficulty  others  like  myself  would 
naturally  appeal  to  him. 

Attention  to  detail  was  one  of  his  strong  points  in 
surgical  and  in  other  matters.  This  was  carried  to  such 
an  extent  that  his  personal  intervention  sometimes  pre- 
vented others  from  carrying  out  simple  matters,  and  perhaps 
interfered  with  the  development  of  independence  of  cha- 
racter in  others. 

There  was  in  him  a  strong  gouty  tendency,  which  pro- 
duced at  times  the  most  intense  headache  and  nausea  and 
consequent  irritability.  This  was  a  great  trial  to  him,  and 
could  always  be  seen  in  the  anxious  appearance  of  his 
countenance.  But  however  irritable  it  caused  him  to  be, 
there  was  in  him  such  a  strong  sense  of  justice  that  he  made 
ample  amends  afterwards  to  those  whose  feelings  he  might 
have  tried  by  any  sharp  expression. 
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There  are  some  elements  of  character  found,  I  think,  in 
most  men  who  have  attained  eminence  or  success,  and  the 
absence  of  which  certainly  interferes  with  social  progress. 
These  were  present  in  a  very  marked  degree  in  Mr.  Clark. 
Punctuality  in  appointments  was  the  first  of  these.  Prompt- 
ness in  answering  letters  and  in  attention  to  engagements 
or  duties  of  any  kind  was  the  second  of  these  characteristics. 
The  third  was  perseverance  or  persistence  in  any  work  which 
he  had  undertaken.  When  he  was  engaged  in  any  writing 
he  carried  about  with  him,  in  his  pocket,  slips  of  paper 
containing  questions  to  be  answered  and  points  to  be 
cleared.  These  papers  I  have  a  keen  recollection  of,  as 
they  often  heralded  most  interesting  discussions  upon  many 
knotty  subjects  ;  his  persistence  in  working  at  a  definite 
end  to  be  gained,  naturally  resulted  in  his  almost  univer- 
sally succeeding  in  his  object. 

Some   Strong  Points  of  Character. 

Order,  Justice,  Truth,  and  Purity  were  four  of  the  car- 
dinal virtues  which  were  particularly  marked  in  him.  It  is 
not  to  be  wondered  at  that  his  tendencies  poh'tically  were 
those  of  a  steady  and  yet  progressive  Tory.  His  clear 
scientific  mind  balanced  probabilities  and  arguments  relating 
to  events  scientific,  political  and  social ;  but  he  had  a  rooted 
objection  to  personally  undertaking  the  daily  recording  of 
observations  which  characterise  the  statistical  mind.  I  have 
never  met  with  a  clearer  head  for  grasping  general  principles 
from  a  mass  of  details,  and  this  was  a  peculiarly  strong 
point  of  his  scientific  character,  and  made  conversation  with 
him  on  any  subject  interesting  and  valuable.  Scientists  of 
all  kinds  found  in  him  a  useful,  trustworthy,  and  experienced 
critic. 

Respect  and  obedience  came  naturally  from  those  who 
reverenced  him,  and  these  were  nearly  all  with  whom  he 
was  brought  in  contact.  And  yet  there  was  no  personal 
work  too  great  for  him  to  do  for  a  friend  ;  no  trouble  too 
great  for  him  to  take  to  help  them.  Rich  and  poor  in  his 
neighbourhood  speak  of  him  as  their  greatest  friend,  for  he 
entered  at  once  into  their  difficulties,   helped   them  by  his 
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advice,  and  yet  criticised  any  action  whicb  he  thought 
should  be  found  fault  with.  He  was  strong  in  his  likes 
and  in  his  dislikes,  a  warm  friend,  and  an  honourable 
opponent.  He  never  hesitated  to  express  his  opinion  freely, 
whether  palatable  or  not,  when  the  occasion  required. 

If  one  were  asked  what  was  the  secret  of  his  influence, 
which  was  certainly  very  wide- spread,  I  think  that  the  key- 
note to  it  was  "  sympathy. ^^  Sympathy  in  distress  and  trials  ; 
sympathy  in  success,  when  he  was  careful  to  give  a  warning 
note  of  possible  dangers  ;  sympathy  in  happiness  or  sorrow, 
in  work  accomplished  and  work  to  be  done.  He  entered 
into  the  feelings  of  younger  men  in  their  difficulties,  for  he 
had  gone  through  probably  the  same  in  his  long  and  large 
experience,  and  with  older  friends  and  those  who  appealed 
to  him,  he  showed  his  strong  religious  feeling  and  trust  in 
a  merciful  and  Almighty  Power.  His  wish  to  harmonise 
the  truths  of  Christianity  with  the  advances  of  science  may 
be  seen  in  his  addresses  to  students  and  others  upon  this 
subject.  But,  as  with  others,  his  own  life  and  character 
were  perhaps  the  most  important  influence  : 

"  Lives  of  great  men  all  remind  us 
We  can  make  our  lives  sublime." 

He  was  well  read  in  general  literature,  had  thought 
deeply,  had  observed  carefully,  and  had  had  a  specially 
large  experience  of  life,  both  professionally  and  otherwise. 
He  was  fond  of  the  study  of  philosophy,  and  his  mind  was 
a  philosophical  one.  He  had  never  travelled  out  of  his  own 
country  much,  and  was  fondest  of  a  quiet,  retired  country 
holiday,  with  a  view  of  the  sea,  which  carried  away  his 
thoughts  into  futurity  as  he  gazed  at  the  distant  horizon. 
Besides  thoughtful  philosophical  reading,  he  was  fond  of  the 
study  of  history  where  it  included  stirring  times,  like  those 
of  the  Peninsular  War.  These  were  times  he  had  almost 
seen,  and  the  heroes  of  that  period  were  household  words 
to  him  as  a  boy.  These  boyish  influences  last  long 
and  often  colour  a  life,  and  no  wonder  then  that  he  liked 
to  review  these  times.  Nobility  of  character  and  purity  of 
motive  with  fervent  loyalty  to  our  profession  and  its  highest 
aims  were  characteristic  of  him,  and  these  principles  were 
impressed  upon  others  by  his  example  rather  than   by  any 
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preachiug.      Our  profession  was  meant  to  be  a  noble  and  an 
ennobling  one. 

Not  Lost  to  us. 

In  coromon  with  many  others,  but  especially  as  perhaps 
his  most  intimate  pupil,  colleague,  and  friend,  I  feel  that  I 
have  indeed  lost  a  friend,  and  it  is  difl&cult  to  realise  that  he 
is  gone.  And  I  ^vith  satisfaction  recall  the  frequent,  almost 
daily  intercourse  with  him,  and  one  of  his  favourite  quota- 
tions, that  ''Iron  sharpeneth  iron;  so  a  man  sharpeneth  the 
countenance  of  his  friend. '^  But  I  feel  that  his  influence  still 
remains,  both  with  others  as  well  as  with  myself,  and  I 
close  this  incomplete  notice  by  an  apt  quotation  from  the 
greatest  of  our  English  writers  : — 

"  He  did  look  far 
Into  the  service  of  the  time,  and  was 
Discipled  of  the  bravest  j 

***** 

Contempt  nor  bitterness 
Were  in  his  pride  or  sharpness  ;  if  they  were. 
His  equal  had  awaked  them  ;  and  his  honour, 
Clock  to  itself,  knew  the  true  minute  when 
Exception  bid  him  speak,  and  at  this  time 
His  tongue  obeyed  his  hand ;  who  were  below  him 
He  used  as  creatures  of  another  place  ; 
And  bowed  his  eminent  top  to  their  low  ranks, 
Making  them  proud  of  his  humility  ; 
In  their  poor  praise  he  humbled.     Such  a  man 
Might  be  a  copy  to  these  younger  times." 

w.  w.  w. 


A   CLINICAL    STUDY 


INFANTILE  HEMIPLEGIA  WITH   ACUTE 

ONSET. 


By  W.  B.  HADDEN,  M.D. 


I  HAVE  notes  of  forty  odd  cases  of  hemiplegia  occurring 
in  young  children,  the  majority  of  which  have  been  under 
my  care  at  the  Hospital  for  Sick  Children.  I  have  excluded 
from  consideration  in  this  paper  those  cases  in  which  there 
was  no  definite  onset,  the  nature  of  which  I  shall  briefly 
allude  to  presently.  I  hope  to  deal  with  this  group  on 
another  occasion. 

Our  knowledge  of  infantile  hemiplegia  is  not  sufficient  to 
enable  us  to  describe  types  according  to  an  anatomical  and 
pathological  basis.  I  have  had  no  experience  which  would 
warrant  me  attempting  the  task.  The  only  differentiation 
which  I  shall  make  is  based  on  clinical  grounds,  although  I 
am  inclined  to  think,  after  considering  the  scattered  data  of 
morbid  anatomy,  that  the  distinction  is  one  of  importance. 
I  divide  infantile  hemiplegia  into  two  groups,  (a)  those 
with  an  acute  onset,  and  [h)  those  without  definite  onset. 
As  regards  the  latter,  I  may  say  that  most  are  probably 
congenital,  and  possibly  dependent  on  mechanical  conditions 
during  pregnancy  or  delivery  favouring  intra-cranial  haemor- 
rhage ;   others,  of   doubtful   origin,   may  be   in   some  cases 
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associated  with  sclerosis  of  the  convolutions.  It  is  clear  that 
this  class  [b]  ought  really  to  be  separated  from  class  (a),  in 
which  there  is  usually  sudden  hemiplegia  suggesting  some 
vascular  causation — such  as  embolism,  thrombosis,  or  hasraor- 
rhage.  The  distinction  to  which  I  call  attention  is 
obviously  of  importance,  and  although  not  overlooked  by 
most  authors,  has  nevertheless  not  been  sufficiently  accen- 
tuated. The  clinical  history  of  the  two  conditions  must  be 
kept  apart.  I  am  far  from  saying  that  the  division  is 
sufficient ;  indeed,  I  am  quite  sure  that  the  class  of  infantile 
hemiplegia  calls  for  finer  analysis,  but  this  will  require  more 
precise  information  regarding  the  initial  morbid  change  than 
we  now  possess. 

Some  apology  is  required  for  bringing  forward  for 
analysis  a  number  of  cases  which  must  be  called  few  when 
compared  with  the  material  at  the  disposal  of  Osler,^  Sachs 
and  Peterson/  and  others.  I  feel,  too,  the  justice  of  an 
obvious  criticism  that  I  have  no  pathological  material  to 
offer.  Perhaps  I  may  say  in  excuse  that  my  cases  have 
been  mainly  observed  in  very  early  life,  sometimes  almost 
directly  after  the  onset,  and  hence  have  a  value  not 
possessed  by  those  investigated  many  yea,rs  after  the  attack, 
in  workhouses  and  infirmaries.  The  subject,  moreover,  is 
one  which  has  long  engaged  my  attention,  and  many  of  my 
observations  have  been  made  in  the  light  of  the  numerous 
and  valuable  contributions  published  in  recent  years. 

Of  my  26  cases  of  infantile  hemiplegia  with  acute  onset, 
the  ages  ranged  from  eight  months  to  nine  years.  The 
liability  to  the  disease  as  regards  age  may,  however,  be  stated 
better  by  noting  that  no  less  than  20  occurred  at  and  under 
the  age  of  three  years,  and  of  these  17  occurred  at  two 
years  or  under.  The  first  three  years  of  life  is,  indeed, 
accepted  by  all  writers  as  the  period  of  greatest  liability. 

The  mode  of  attack  presents  in  the  great  majority  of  cases 
a  remarkable  uniformity.  The  child  is  suddenly  seized, 
often  in  the  midst  of  apparent  health,  with  convulsions, 
unilateral  or  general  ;   and  in  a  few  hours,  or  it  may  be  not 

'  'The  Cerebral  Palsies  of  Young  Children.' 

'  "  A  Study  of  Cerebral  Palsies  of  Early  Life,  based  upon  an  Analysis  of  140 
Cases,"  '  Journal  of  Nervous  and  Mental  Disease,'  May,  1890. 
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for  days  later,  one  side  is  found  to  be  paralysed.  The  point  of 
interest  is  the  occurrence  of  hemiplegia  at  a  period  of  life 
(usually  under  the  age  of  three  years)  when  the  conditions 
favouring  embolism^  thrombosis,  or  haemorrhage  are  not 
common.  In  my  series  of  cases  the  heart  was  apparently 
normal  in  all;  though  of  course  the  existence  of  thrombi  in 
the  cavities  of  the  heart,  or  the  presence  of  vegetations  on 
the  valves,  must  be  allowed  as  possible.  My  opinion  is  that 
embolism  is  a  rare  cause  of  true  infantile  hemiplegia,  and 
I  base  this  partly  on  the  fact  that  the  heart  is  almost  in- 
variably free  from  disease  so  far  as  physical  signs  can 
determine  the  point ;  and  partly,  and  perhaps  mainly,  on  the 
rarity  of  organised  thrombi  in  the  cavities  of  the  heart,  or 
of  the  presence  of  vegetations  on  the  valves  in  children  under 
the  age  of  three  years. 

I  think  it  is  not  unlikely  that  the  commonest  cause  of 
the  affection  will  be  eventually  found  in  disease  of  the 
arterial  walls  from  various  morbid  agencies,  and  that  the 
resulting  and  immediate  gross  change  may  be  either  throm- 
bosis or  htemorrhage. 

Unfortunately  we  have  little  information  respecting  the 
initial  changes  in  children  under  the  age  of  three  years. 

Osier  (pp.  43 — 45)  has  collected  sixteen  cases  of  acute 
hemiplegia  in  children,  in  seven  of  which  there  was  plugging 
of  the  middle  cerebral  artery,  usually  embolic,  and  in  nine 
of  which  there  was  haemorrhage.  But  with  one  exception 
all  these  children  were  over  the  age  of  three  years,  and  ten 
were  over  six  years. 

Such  conditions  as  atrophy  with  sclerosis  of  the  convo- 
lutions, cysts,  simple  and  h^emorrhagic,  and  porencephalus, 
found  years  after  the  onset  of  acute  hemiplegia,  represent 
the  results  of  acute  vascular  lesions,  such  as  arterial  obstruc- 
tion and  haemorrhage.  Very  commonly,  however,  sclerosis 
is  unassociated  with  these  acute  lesions,  the  accompanying 
symptoms  being  slow  and  progressive.  Whether  the  alter- 
ations found  within  and  around  the  small  arteries  in  chronic 
disease  are  primary,  as  Jen^rassik  and  Marie  believe,  or  are 
consecutive  to  the  change  in  the  neuroglia,  are  still  matters 
of  dispute. 

That  cerebral  sclerosis  is  sometimes  of  syphilitic  origin 
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is  highly  probable^  and  hence  the  suggestion  that  the 
arterial  change  is  primary  is  peculiarly  interesting  in  relation 
to  the  question  of  the  syphilitic  origin  of  certain  cases  of 
acute  infantile  hemiplegia. 

Causation. — There  is  no  doubt  that  a  certain  proportion  of 
cases  follow  so  closely  the  acute  specific  diseases,  that  a 
causal  connection  may  be  reasonably  assumed.  Scarlet 
fever,  measles,  whooping-cough,  diphtheria,  and  rarely 
mumps  have  been  quoted  as  antecedent  conditions  ;  but  al- 
lowing for  these  and  other  similar  conditions,  a  large  propor- 
tion of  cases  remains  of  which  the  causation  is  doubtful. 
I  may  add  that  I  have  never  had  reason  to  suspect  the 
existence  of  renal  disease.  In  my  series,  the  infectious 
fevers  only  figured  as  a  causative  agent  in  two  cases.  In 
one  instance  the  hemiplegia  came  on  after  convulsions  in 
the  decline  of  whooping-cough.  When  I  saw  the  child 
more  than  three  years  later,  there  was  clumsiness  of  the  left 
hand  with  some  general  weakness  of  the  arm.  The  leg  was 
natural,  but  the  knee-jerk  brisker  than  on  the  right  side. 

Case  1.  Hemiplegia  after  varicella. — Three  children  of  the  family  were 
attacked  with  varicella.  Two  weeks  after  the  onset  in  the  patient,  a  boy 
set.  3  years,  and  when  the  pocks  were  drying  up,  there  were  convulsions, 
chiefly  left-sided,  lasting  five  hours.  He  was  delirious  next  day,  and  five 
days  later  he  was  found  to  be  pai-alysed  on  the  left  side. 

When  I  saw  him  soon  after  the  seizure  the  left  arm  was  quite  paralysed, 
and  there  was  little  power  of  movement  of  the  leg.  The  left  knee-jerk  was 
exaggerated,  but  there  was  no  clonus.  The  left  side  of  the  face  was  weak. 
He  would  not  protrude  the  tongue,  but  it  lay  straight  on  the  floor  of  the 
mouth.  The  child  was  dull,  biit  understood  what  was  said  to  him.  He 
used  to  talk,  but  since  the  attack  he  had  been  practically  speechless.  From 
the  mother's  account  I  inferred  that  the  child  was  probably  left-handed. 
The  paternal  grandfather  was  also  said  to  be  left-handed.     Heart  normal. 

Syphilis. — What  share,  if  any,  has  congenital  syphilis  in 
the  causation  of  infantile  hemiplegia  ?  In  Osier's  120 
cases  one  only  could  be  ascribed  to  this  cause,  whereas 
Abercrombie  mentions  four  at  least,  possibly  six,  out  of  a 
series  of  fifty  cases.^  It  is  possible  that  in  Osier's  cases,  some 
of  which  were  examined  years  after  the  attack,  the  condi- 
tions pointing  to  syphilis  might  not  always  be  so  readily  deter- 
'  "  Clinical  Lecture  on  Hemiplegia  in  Children,"  '  British  Medical  Journal,' 
June  18th,  1887. 
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mined.  Cases,  thougli  few  in  number,  have  been  ascribed  to 
syphilis  by  Gaudard,  Jendrassik  and  Marie,  and  a  few  others. 

Sachs  and  Peterson,  however,  have  seen  several  cases,  and 
they  allude  to  one  described  by  Seibert. 

Henoch^  is  distinctly  of  opinion  that  inherited  syphilis  is 
rarely  a  cause  of  cerebral  symptoms  in  children,  and  he 
throws  doubt  upon  the  syphilitic  origin  of  some  of  the  pub- 
lished cases  of  arterial  disease  in  children. 

Mr.  Jonatban  Hutchinson,  in  the  discussion  on  visceral 
syphilis  at  the  Pathological  Society,  states  that  "  arterial 
disease  in  inherited  syphilis  is  probably  very  rare.^ 

Marie,  in  an  excellent  article  on  ''  Infantile  Spasmodic 
Hemiplegia,"  to  which  I  am  much  indebted,  quotes  Fournier 
as  believing  that  hemiplegia  in  the  young  child  is  rarely 
syphilitic,  and  Marie  evidently  favours  this  view.^ 

The  balance  of  evidence  would  appear  to  be  against  in- 
herited syphilis  being  a  common  cause  of  infantile  hemiplegia. 
It  must  be  remembered,  however,  that  little  attention  has  been 
directed  to  the  condition  of  the  vessels  in  inherited  syphilis. 
Definite  pathological  evidence  respecting  artei'ial  disease  in 
inherited  syphilis  has  been  brought  forward  by  Dr.  Barlow 
and  others  in  the  'Transactions  of  the  Pathological  Society/ 
vol.  xxviii.^ 

I  am  far  from  satisfied  that  congenital  syphilis  is  an 
unimportant  agent  in  the  production  of  infantile  hemiplegia, 
although  I  must  allow  that  my  belief  has  a  purely  clinical 
basis.  Considering  that  the  majority  of  cases  of  infantile 
hemiplegia  arise  without  apparent  cause,  considering  too  the 
known  influence  of  syphilis  in  the  production  of  arterial 
change  in  the  adult,  and  occasionally,  at  least,  in  the  child, 

'  '  Lectures  on  Children's  Diseases/  translated  by  Dr.  John  Thomson,  New 
Syd.  Soc,  vol.  i,  pp.  108—111. 

'  '  Trans.  Path.  Soc.,'  vol.  xxviii,  p.  310. 

'  'Dictionn.  encyclop.  de  medecine.' 

*  "  Meningitis,  arteritis,  and  choroiditis  in  a  child,  the  subject  of  congenital 
syphilis,"  by  Dr.  Barlow;  "  Gummata  on  cranial  nerves;  disease  of  cerebral 
arteries ;  cicatrices  of  liver  and  spleen  in  a  case  of  congenital  syphilis,"  by  Dr. 
Barlow;  "Drawings  illustrative  of  syphilitic  disease  of  the  viscera,"  by  Dr. 
Turner  and  Dr.  Sutton;  see  also  article  by  Dr.  Barlow  and  Dr.  Judson  Bury  in 
the  'Dictionary  of  Psychological  Medicine,'  vol.  ii,  p.  1259;  also  a  paper  by 
Chiari  in  the  '  Wiener  mad.  Wochenschr.,'  Nos.  17  and  18,  1881. 
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I  confess  that  my  tendency  is  to  look  upon  syphilis  as  a 
condition  requiring  the  most  careful  investigation  in  these 
cases.  I  do  not  think  that  the  inquiry  has  received  the 
attention  which  it  demands. 

In  three  of  my  cases  no  special  investigation  was  made 
on  this  point.  In  nine  cases  there  was  no  reason  to  suspect 
syphilis. 

It  is  worth  while,  perhaps,  to  give  briefly  the  family  and 
personal  history  of  the  follovv^ing  twelve  cases.  None  of  them, 
however,  was  actually  known  to  be  syphilitic  from  my  personal 
examination,  so  the  evidence  must  be  taken  withcaution. 

In  five  cases  there  was  a  bare  suspicion  ;  of  these  there 
was  a  history  of  miscarriages  in  the  mother  in  three,  in  one 
there  was  some  suspicion  of  previous  disease  of  the  nasal 
bones  in  the  patient,  and  in  one  instance  the  first  four 
children  of  the  family  had  been  born  dead,  and  there  had 
been  one  miscarriage. 

In  seven  cases  the  evidence  of  congenital  syphilis  appeared 
to  be  stronger. 

1.  Mother  married  two  years  ;  one  miscarriage  before 
birth  of  patient  ;  history  of  snuffles  with  a  rash  on  the 
buttocks  and  inner  surfaces  of  the  thighs  when  the  child 
was  six  months  old. 

2.  History  of  thrush  and  snuffles  in  the  patient  and 
another  child  (the  remaining  child  died  at  the  age  of  six 
weeks  in  convulsions). 

3.  Patient  had  snuffles  and  rash  when  two  months  old ; 
a  miscarriage  preceding  patient's  birth.  Two  other  children, 
one  died  eight  days  after  birth  of  doubtful  cause  (said  to  be 
born  prematurely),  the  other  died  of  whooping-cough  when 
a  month  old. 

4.  History  of  thrush  and  a  rash  on  the  buttocks  in 
patient.  Thrush  in  seven  other  children — that  is,  in  all  the 
children  except  one. 

5.  Patient  first  child ;  thrush  and  rash  on  the  buttocks 
when  three  months  old  (this  child  developed  tubercular 
peritonitis  later). 

6.  Thrush  and  rash  on  buttocks  when  a  few  weeks  old. 

7.  Thrush  and  snuffles  in  patient  and  another  child  (see 
Case  4). 
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In  two  other  cases,  the  histories  of  which  I  shall  give, 
the  presence  of  syphilis  was  undoubted. 

It  is  interesting  to  note  in  Case  2  that  the  first  fit,  which 
no  doubt  was  associated  with  coarse  disease  of  the  brain, 
occurred  after  the  child  had  been  taking  mercury  for  three 
months.  The  pathological  process,  whatever  it  may  have 
been,  seemed  to  extend  over  a  considerable  period,  for  it  was 
not  until  six  months  after  the  first  convulsion  that  distinct 
hemiplegia  was  observed.  During  nearly  all  this  time 
mercury  in  some  form  or  iodide  of  potassium  was  being 
administered. 

No  doubt  it  will  be  urged  that  the  case  was  not  of 
syphilitic  origin  because  mercury  was  of  no  avail.  I  do 
not  think,  however,  that  this  argument  invariably  holds 
good.  Most  of  us  have  seen  undoubted  cases  of  cerebral 
syphilis  in  the  adult  which  have  occurred  in  spite  of  careful 
treatment  in  the  early  periods  of  the  disease,  and  some  cases 
of  cerebral  syphilis  do  not  yield  to  the  use  of  mercury  and 
iodide  of  potassium. 

In  this  case  the  iritis  and  keratitis  also  did.  not  disappear 
readily  under  treatment,  and  the  ulceration  of  the  palate 
was  obstinate,  although  it  finally  underwent  cicatrisation. 

Case  2. — Female,  a?t.  9  jeavs,  was  brought  to  me  in  May,  1889.  There  were 
extensive  ulceration  and  cicatrisation  of  the  soft  palate  and  uvula,  nasal 
discharge,  and  caries  of  the  nasal  hones.  There  was  no  rash.  No  history 
of  congenital  syphilis  was  obtained  in  the  three  other  children  of  the  family, 
and  the  patient  had  not  suffered  from  snuffles  or  rash  when  a  baby.  The 
mother  had  had  one  miscarriage,  which  occurred  before  the  birth  of  the 
patient.  I  prescribed  grey  powder,  and  the  child  continued  under  anti- 
syphilitic  treatment  for  more  than  three  months.  She  then  had  a  fit  in 
which  the  face  twitched,  the  mouth  being  drawn  to  the  left ;  the  tongue 
was  bitten  and  consciousness  lost.  I  saw  her  very  shortly  afterwards,  and 
found  that  there  was  no  paralysis  and  no  optic  neuritis. 

A  few  days  subsequently  she  had  a  few  fits  of  the  same  kind. 

On  August  12th,  1889,  she  was  seized  with  a  fit  in  the  train  when  she  was 
being  brought  to  the  Hospital  for  Sick  Children  to  pay  her  usual  fortnightly 
visit  to  me.  She  was  admitted  and  remained  under  observation  five  days, 
but  no  paralysis  was  detected.  She  was  discharged  because  she  had  been 
heard  to  whoop.  She  attended  as  an  out-patient  every  fortnight,  and  for 
seven  weeks  after  leaving  the  hospital  she  had  been  free  from  fits,  and 
although  she  still  coughed,  had  not  whooped  or  vomited.  At  the  end  of 
this  time   she  was  seized  with  convulsions  in  the  out-patient  room.     The 
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right  arm  and  both  legs  were  afEected,  and  she  slept  for  nearly  two  hours 
afterwards.  She  was  again  admitted,  and  then  it  was  found  that  there  was 
some  iritis  and  slight  keratitis  of  the  left  eye.  There  was  no  hemiplegia, 
and  the  optic  discs  were  normal.     She  was  discharged  in  six  days. 

During  the  succeeding  iive  months  she  attended  as  an  out-patient,  and 
continued  to  take  mercury  and  iodide  of  potassium.  There  had  been  no 
fits.  At  the  end  of  this  time  the  mother  found  one  day  that  there  was 
paralysis  on  the  left  side,  but  no  fit  or  loss  of  consciousness  had  been  ob- 
served. She  had,  however,  complained  of  pain  in  her  head  for  some  time 
previously.  She  was  again  admitted  into  the  hospital.  There  was  now  no 
doubt  that  the  intellect  had  been  undergoing  impairment  for  some  months. 

She  had  previously  been  intelligent  and  good-tempered,  but  had  now  lost 
her  memory,  had  forgotten  her  schooling,  had  become  incapable  of  learning 
anything,  and  in  addition  was  irritable,  emotional,  garrulous,  and  silly. 
The  condition  of  the  iris  was  much  as  on  the  previous  admission.  The 
ulcers  on  the  hard  palate  had  healed,  and  there  was  much  cicatrisation  of  the 
soft  palate  and  uvula  with  two  small  ulcers  on  the  former.  She  could  walk, 
but  the  left  leg  was  distinctly  weak  ;  during  progression  there  was  flexion  at 
the  elbow,  wrist,  and  fingers  on  the  left  side.  (This  was  possibly  an  asso- 
ciated movement.  See  Case  12.)  She  could  use  the  left  arm  for  many 
ordinary  movements,  but  there  was  marked  weakness.  There  was  distinct 
paresis  of  the  lower  part  of  the  face  on  the  left  side,  and  the  tongue  when 
protruded  deviated  slightly  to  the  left. 

The  cutaneous  reflexes  were  brisk  and  equal ;  both  knee-jerks  brisk,  but 
that  on  left  side  exaggerated ;  no  ankle  or  knee  clonus.  The  optic  discs 
were  normal,  and  there  was  no  paralysis  of  cranial  nerves.  Sensation  was 
intact.  Tlie  sphincters  were  not  affected.  Lastly,  I  may  add  that  the  urine 
never  contained  albumen,  and  that  there  was  a  bruit,  evidently  haemic,  over 
the  pulmonary  area. 

Case  3. — Male,  £et.  10  years.  He  had  snuffles  when  two  weeks  old  and 
thrush  at  one  month,  but  no  rash.  The  mother  had  had  no  miscarriage.  When 
he  was  a  year  and  nine  months  old  he  was  suddenly  seized,  when  in  appa- 
rent health,  with  complete  paralysis  of  the  arm,  face,  and  leg  on  the  right 
side,  and  the  next  day  he  began  to  have  right-sided  convulsions,  which 
lasted  two  or  three  days.  It  is  interesting  to  note  that  the  improvement 
was  very  gradual,  extending  up  to  the  age  of  nine. 

His  condition  was  as  follows  : — The  right  arm  was  somewhat  smaller  than 
the  left,  and  there  was  some  loss  of  power.  The  right  hand  was  clumsy, 
and  when  he  tried  to  pick  up  a  pin  the  fingei-s  sprawled  over  it,  and  at  the 
same  time  there  were  associated  movements  of  the  left  hand,  as  though  he 
were  trying  to  pick  up  an  imaginary  pin.  The  right  half  of  the  face  showed 
some  weakness  ;  when  he  smiled  the  left  side  moved  first,  and  he  showed  the 
teeth  better  on  the  left  than  on  the  right  side.  The  nose  had  been  pulled  to 
the  left.  The  tongue  was  protruded  straight.  The  right  leg,  which  was  not 
wasted,  was  lifted  rather  high  and  dragged  when  he  walked.     The  knee- 
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jerks  were  brisk  and  equal,  but  there  was  no  clonus.  The  plantar  reflexes 
were  brisk  and  equal.  He  spoke  well,  but  it  was  stated  that  he  did  not 
talk  until  he  was  two,  but  afterwards  learnt  rapidly. 

The  boy  was  intelligent,  and  had  had  no  fits  since  the  onset  of  the  hemi- 
plegia. He  was,  as  might  be  expected,  left-handed.  The  heart  was  normal. 
The  sight  was  said  to  have  been  defective  for  a  year,  and  Mr,  Gunn,  who 
examined  him,  reported  that  he  had  interstitial  keratitis  and  extensive 
choroidal  atropby.  The  upper  left  central  incisor  was  pegged,  and  convex 
anteriorly. 

Case  4.  Left  hemiplegia ;  possible  syphilis. — Male,  set.  2  years  and 
4  months.  The  patient  was  the  third  child,  and  was  born  at  term  without 
difficulty.  He  and  the  eldest  child  had  had  thrush  and  snuffles,  but  no  rash. 
The  second  child,  who  had  not  suffered  in  this  way,  died  at  the  age  of  six 
weeks  in  convulsions.  The  patient  had  measles  when  a  year  old,  but  he  re- 
covered speedily.  When  fifteen  months  old  he  suddenly  became  uncon- 
scious without  convulsions,  and  was  soon  found  to  be  hemiplegic  on  the  left 
side.  He  was  seen  by  Dr.  Penrose  the  day  after  the  attack,  and  the  follow- 
ing account  is  from  his  note-book  : — "  Wasting  three  weeks,  vomiting, 
diarrhoea,  offensive  stools,  ulceration  about  buttocks.  Old  scars  of  left 
forearm  and  of  left  ankle.  Screams  every  hour.  No  vomiting  now.  Slow, 
irregular  pulse.  Rales  over  both  lungs.  Loud  piercing  scream.  Head  not 
retracted.  Well-marked  left  facial  paralysis.  Conjugate  deviation  to  the 
right ;  eyes  cannot  get  past  middle  line  on  left  side.  Left  side  weaker  than 
right.  Right  thigh  stiff,  flexed  at  hip,  but  can  be  straightened  ;  immedi- 
ately drawn  up  again.     No  neuritis.     No  albumen  or  sugar." 

Four  weeks  later  Dr.  Penrose  noted  that  there  was  still  left  facial  para- 
lysis, that  the  eyes  could  be  moved  to  the  left,  that  the  left  hand  was  useless, 
and  that  there  was  typical  dragging  of  the  left  leg. 

When  I  examined  the  child  a  year  later  there  was  marked  paralysis  of  the 
lower  part  of  the  face  on  the  left  side,  the  left  ai'm  was  stiff  and  useless, 
the  fingers  semiflexed  with  the  thumb  beneath,  and  the  radial  tap  on  the 
left  side  brisk,  but  absent  on  the  right  side.  When  he  walked  the  left  leg 
dragged  and  turned  out.  The  knee-jerks  were  equal  and  normal,  but  on 
one  occasion  I  could  not  obtain  them. 

Convulsions. — I  have  ah^eady  alluded  to  the  fact,  recognised 
by  all  authors,  that  the  onset  of  the  disease  is  usually  by 
convulsions,  and  that  in  a  large  number  the  fits  are  uni- 
lateral. As  a  rule,  there  are  a  number  of  convulsions 
following  in  rapid  succession,  and  lasting  a  few  hours  or  a 
few  days.  In  two  of  my  cases  the  convulsions  lasted  two 
weeks,  in  one  four  weeks,  and  in  one  apparently  two  months 
before  the  hemiplegia  was  noticed.  In  Case  2  the  fits  pre- 
ceded the  hemiplegia  for  six  months.      It  appears  probable 
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that  the  pathological  cause  may  proceed  comparatively  slowly 
in  some  instances.  In  the  few  cases  in  which  convulsions 
at  the  onset  are  absent,  it  may  happen  that  the  paralysed 
limbs  become  the  seat  of  spasm  at  a  later  date.  Cases 
are  recorded  (Osier  gives  five)  in  which  hemiplegia  super- 
vened apparently  in  consequence  of  a  convulsion,  haemorrhage 
presumably  taking  place  in  the  brain.  It  has  been  thought, 
too,  that  the  hemiplegia  which  in  some  recorded  cases  has 
arisen  in  the  course  of  whooping-cough  may  have  a  similar 
origin.  Dr.  Samuel  West's  case  {'  Clin.  Soc.  Trans.,'  vol. 
XX,  p.  96)  appears  to  be  one  of  this  kind. 

In  the  case  (No.  5)  recorded  below  cerebral  haemorrhage 
may  have  resulted  from  the  convulsion.  In  favour  of  this 
view  is  the  well-known  fact  that  thechild'sbrain  is  much  softer 
than  that  of  the  adult,  and  that  presumably  the  vessels  are 
less  supported  and  more  liable  to  rupture.  The  occurrence 
of  permanent  hemiplegia  after  a  fit  in  an  adult  epileptic  must 
be  very  exceptional.  It  is  well  to  bear  in  mind  that  con- 
vulsions, even  of  several  months'  existence,  may  indicate 
concomitant  gross  change  in  the  brain  although  symptoms 
are  absent  (see  Case  2).  Some  of  Osier's  cases  certainly 
appear  to  point  very  clearly  to  convulsions  as  a  cause  of 
cerebral  hemiplegia. 

There  are  two  other  points  to  which  I  shall  briefly  allude. 
The  first  is  that  convulsions  may  precede  the  onset  of  acute 
infantile  spinal  paralysis,  and  hence  in  doubtful  cases  this 
symptom  must  not  be  held  to  indicate  necessarily  a  cerebral 
origin  of  the  paralysis. 

In  the  second  place,  convulsions  in  children  may  be  uni- 
lateral (and  are  more  commonly  so  in  my  experience  than  in 
adults)  without  the  existence  of  organic  brain  disease. 

Case  5.  Bight  hemiplegia  preceded  by  convulsions  for  eleven  months. — 
Male,  set.  2  years  and  5  months.  The  patient  was  the  first  child,  born  at 
term,  but  the  labour  was  long,  though  not  instrumental.  The  mother  had 
"  pains  "  for  a  month  before  delivery.  The  child  had  three  or  four  fits  at 
the  age  of  seven  months,  and  from  that  time  up  to  the  age  of  eighteen 
months  bad  rather  frequent  "  fainting  fits."  He  then  had  a  severe  right- 
sided  convulsion  and  became  hemiplegic.  He  improved  very  much,  but 
when  I  saw  him  the  right  hand  was  weak,  and  he  fumbled  a  good  deal  when 
picking  up  a  pin.     He  walked  well,  and  there  was  scarcely  any  weakness  of 
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the  riglit  leg.     The  knee-jerks  were  normal.     The  child  was  mischievous 
and  passionate,  hut  not  dirty. 

The  question  of  confirmed  epilepsy  iu  infantile  hemiplegia 
requires  a  few  words  of  comment.  There  is  no  doubt  that 
there  is  a  liability  to  the  recurrence  of  the  convulsions  even 
after  the  lapse  of  jeRvs,  and  even  although  the  hemiplegia 
has  practically  cleared  up  (Case  6).  Sometimes  the  fits 
continue  from  the  onset  without  any  great  interval  between 
the  seizures,  sometimes  they  cease  for  months  or  years  (Case 
7).  I  found  iu  oGO  recorded  cases  of  infantile  hemiplegia  that 
epilepsy  supervened  sooner  or  later  in  112. 

Case  6.  Eight  hemiplegia  at  eighteen  months  j  complete  recovei'y ;  con- 
vulsions at  the  age  of  seven  years,  lasting  two  weeks  j  second  recurrence  at 
the  age  of  fourteen,  the  fits  being  limited  to  the  side  previously  paralysed. 
— Female,  set.  1-4,  was  brought  to  me  with  a  history  of  fits  beginning  in  the 
right  shoulder  and  affecting  the  right  side  of  the  body  only.  When  the 
child  was  eighteen  mouths  old  she  was  seized  with  conyulsions  which  lasted 
a  month,  and  at  the  end  of  this  time  she  became  paralysed  on  the  right  side, 
arm,  face,  and  leg  being  affected  ;  speech  was  said  not  to  be  impaired.  There 
had  been  no  previous  illness,  and  no  good  reason  to  suspect  congenital 
syphilis.     Recoveiy  was  gradual,  extending  up  to  the  age  of  five. 

I  could  detect  no  weakness  of  the  right  side  of  the  body.  She  had  been 
taught  to  write  with  the  left  hand,  but  she  used  the  right  hand  for  some 
purposes,  and  could  play  the  piano.  After  the  onset  of  hemiplegia  she  had 
no  fits  until  the  age  of  seven,  when  she  had  seventeen  in  a  fortnight.  From 
that  time  until  a  week  before  I  saw  her  she  had  been  quite  fi'ee  from 
attacks. 

Case  7.  Left  hemiplegia  ;  left-sided  fits  at  the  age  of  five  years  vnthout 
loss  of  consciousness;  arm  paralysed  after  each  convulsion;  recurrence 
of  fits  after  two  years;  slovenly  speech. — Female  set.  8,  the  youngest  of 
fifteen  children,  eleven  of  whom  were  dead,  three  alive  and  healthy.  Xo 
difficulty  in  birth  of  patient.  Mother  died  of  tumour  of  the  brain.  The 
child  was  healthy  up  to  the  age  of  five  years,  when  she  began  to  have  fits 
coming  on  three  or  four  times  weekly.  The  attacks  were  said  to  be  uni- 
lateral, beginning  in  the  left  arm  and  then  extending  to  the  face  and  leg. 
Consciousness  was  not  lost.  After  the  fit  there  was  loss  of  power  of  the  arm 
for  an  hour.  The  convulsions  continued  for  about  a  year,  and  then  ceased 
until  two  weeks  before  I  saw  her.  She  then  had  seven  or  eight  attacks  in 
which  the  arm  only  was  convulsed  without  loss  of  consciousuess.  As  before, 
there  was  paralysis  of  the  ann  for  an  hour  afterwards.  There  was  no 
wasting  of  the  left  arm,  and  the  muscular  power  was  as  good  as  that  of  the 
right  ;  but  the  left,  hand  was  clumsy — as,  for  instance,  when  tiying  to  pick 
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up  a  pin.  The  friends  believed  that  this  had  been  so  since  the  beginning  of 
the  fits.  She  walked  well,  but  the  left  knee-jerk  was  brisker  than  the  right, 
and  the  left  plantar  reflex  diminished.  No  ansesthesia,  squint,  nystagmus, 
or  hemianopia.  Fundi  and  optic  discs  normal.  Head  natural.  The  speech 
was  rather  slovenly,  a  few  of  the  letters  being  mispronounced.  No  marked 
mental  defect.  Slie  remained  under  my  care  for  three  or  four  months,  and 
the  attacks  appeared  to  be  controlled  by  bromide  of  potassium.  During  this 
time  she  had  a  few  fits  beginning  with  tingling  of  the  left  liand,  which 
afterwards  "  twitched  ;"  consciousness  was  preserved,  and  there  was  no  loss 
of  power  afterwards.  More  than  three  months  after  I  first  saw  her  I  noted 
that  the  left  hand  was  still  clumsy  and  the  knee-jerk  on  that  side  brisk. 

Speech. — In  some  cases  speech,  if  acquired,  is  lost  in 
infantile  hemiplegia ;  this  may  be  accounted  for  in  some 
instances  by  simple  sliock,  or  by  mechanical  interference 
with  the  parts  concerned  in  articulation.  As  a  rule  loss 
of  speech  is  associated  more  with  right  than  with  left 
hemiplegia.  Osier  gives  13  cases  out  of  120  in  which 
speech  was  affected  ;  Wallenberg,  62  out  of  1 60.  It  will 
be  seen,  therefore,  that  75  out  of  280  were  thus  affected,  or 
about  one  quarter.  Of  these  seventy-five,  fifty- seven  were 
cases  of  right  hemiplegia  and  eighteen  of  left. 

The  defect  appears  to  be  one  of  either  pui'e  motor  aphasia 
or  of  dysphasia.  True  sensory  aphasia  may  exist  in  some 
cases,  but  it  is  difficult  to  determine  in  young  children. 
Loss  of  speech  seems  to  accompany  left  hemiplegia  in  the 
child  more  frequently  than  in  the  adult  ;  but  in  some  cases, 
no  doubt,  the  loss  of  words  is  purely  mechanical.  It  is  said 
that  permanent  defect  of  speech  may  exist ;  but  in  most, 
perhaps  all  of  these  there  is  profound  mental  change.  I 
cannot  say  if  the  slovenly  defect  of  speech  in  Case  7  was 
accidental  or  not. 

The  rule  is  for  articulation  to  return  in  a  few  weeks  or  a 
few  months.  In  Case  1  there  was  loss  of  speech  in  a  child 
of  three  years  associated  with  left  hemiplegia,  and  the  child 
was  probably  left-handed. 

In  Case  8  the  loss  of  speech  was  associated  with  right 
hemiplegia,  the  child  being  left-handed.  In  four  other 
cases  in  which  speech  was  said  to  be  lost  at  the  onset 
the  hemiplegia  was  in  the  right  side.  In  another  instance 
right  hemiplegia  occurred  at  the  age  of  nine  months,  and 
the   child   did   not  talk   until  he    was    nearly  three    years. 
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Others   have  noticed   delay    in    the  acquirement   of    speech 
when  the  hemiplegia  has  occurred  early. 

Case  8.  Right  hemiplegia  in  a  left-handed  child  ;  loss  of  speech  for  six 
weeks  after  the  attack. — A  girl,  aet.  7,  was  attacked  a  year  before  I  saw  her 
with  a  right-sided  convulsion,  and  for  a  week  aftei-wards  took  no  notice. 
When  she  came  to  herself  she  was  found  to  be  paralysed  on  the  right  side, 
and  for  six  weeks  was  quite  unable  to  speak.  Before  her  illness  the  child 
was  looked  upon  as  left-handed.  A  brother  and  a  sister  of  the  patient  were 
left-handed,  as  was  also  an  aunt  on  the  father's  side.  The  father  himself 
used  to  stammer.  There  was  no  transposition  of  viscera  in  the  patient 
or  in  the  brother  mentioned  above.  The  hemiplegia  was  incomplete  when  I 
examined  the  child.  The  grasp  of  the  right  hand  was  not  so  good  as  that  of 
the  left,  and  she  was  veiT  deliberate  in  picking  up  a  pin  with  the  right 
hand.  The  right  leg  dragged  a  little.  There  was  no  paralysis  of  the  face, 
and  none  had  been  seen  by  the  mother  at  the  onset. 

Knee-jerks. — The  knee-jerk  is  often  elicited  more  readily 
or  has  a  greater  range  than  on  the  sound  side^  but  it  is  not 
uncommon  to  find  the  knee-jerk  brisk  and  equal  on  the  two 
sides  (Case  13  is  a  good  example).  Sometimes  the  knee- 
jerks  are  quite  normal,  rarely  feeble.  Occasionally  they  have 
been  described  as  absent,  but  this  must  not  hastily  be 
assumed,  as  all  who  have  to  deal  with  large  numbers  of 
children  are  aware  of  the  difficulty  commonly  experienced 
in  obtaining  the  knee-jerk.  I  should  doubt  if  this  pheno- 
menon is  ever  absent  in  uncomplicated  hemiplegia.  It 
is  known  that  the  knee-jerk  may  be  wanting  in  tubercular 
meningitis,  and  so  it  may  be  that  when  really  absent  in 
infantile  hemiplegia  the  condition  is  associated  with  miliary 
tuberculosis  of  the  brain.  I  had  reason  to  believe  in  one  case 
that  such  was  the  explanation. 

Curiously  enough,  ankle-clonus,  referred  to  as  common  by 
Osier,  was  not  present  in  any  of  my  cases.  It  seems  likely 
that  clonus  is  not  to  be  obtained  until  the  power  to  walk  is  fully 
acquired.  I  have  noticed,  too,  in  infantile  spasmodic  para- 
plegia of  congenital  origin  and  in  infantile  hemiplegia  with- 
out acute  onset,  that  clonus  is  rare ;  perhaps  the  explanation 
is  the  same. 

Mental  defect. — In  most  cases  there  is  some  lasting  im- 
pairment of  intelligence,  though  in  many  the  defect  is  not 
great.      In  a  few  instances  the  mental  powers  seem  to  be 
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unimpaired.  In  a  minority  the  defect  amounts  to  idiocy. 
It  is  generally  asserted  that  when  idiocy  results  the  hemi- 
plegia is  marked  and  persistent,  and  that  extreme  mental 
defect  is  usually  present  when  the  hemiplegia  is  double.  No 
doubt  this  is  often  so,  but  intelligence  may  be  good  even 
when  the  hemiplegia  is  very  marked — as,  for  example,  Case  13, 
in  which  there  was  permanent  rigidity,  and  Case  14,  in  which 
there  was  athetosis.  In  Case  10  there  was  distinct  mental  de- 
ficiency although  the  hemiplegia  had  practically  disappeared. 

Case  9.  Bight  hemiplegia  preceded  by  general  convulsions ;  idiocy ; 
epilepsy. — Female,  set.  8^  years.  The  patient  was  the  only  child.  There 
had  been  no  miscarriage.  There  was  a  history  of  "  thrush  "  and  rash  on  the 
buttocks  at  the  age  of  three  weeks.  When  eleven  months  old  the  child  was 
suddenly  attacked  with  convulsions  affecting  the  whole  body,  which  lasted 
three  hours.  She  was  then  found  to  be  paralysed  on  the  right  side,  and  lay 
in  bed  very  ill  for  three  weeks.  Before  the  onset  of  the  convulsions  the 
child  had  had  no  illness. 

At  the  age  of  two  years  the  fits  recurred,  and  have  continued  ever  since  at 
varying  intervals,  the  longest  period  of  quiescence  being  a  year.  The 
attacks  were  sometimes  very  slight,  sometimes  severe  with  general  convul- 
sions. The  child  was  mischievous,  noisy,  almost  wordless— an  idiot,  in  fact. 
The  right  arm  was  not  short  or  wasted  ;  when  she  tried  to  pick  up  a  pin  the 
fingers  sprawled  over  it,  but  she  succeeded  after  a  time.  She  walked  badlyj 
dragging  the  right  leg  and  throwing  it  out :  there  was  no  wasting  of  the 
lower  limb.  The  knee-jerks  were  equal  and  feeble.  No  paralysis  of  face 
was  noticeable  on  the  right  side. 

Case  10.  Right  hemiplegia  at  eighteen  months;  convulsions  up  to  the 
age  of  fourteen  years ,  then  cessation  for  seven  years ;  almost  complete 
recovery  from  hemiplegia ;  mental  deficiency. — The  patient  was  a  girl, 
set.  21,  who  had  right  hemiplegia  after  convulsions  when  eighteen  months 
old.  She  continued  to  improve  up  to  the  age  of  fourteen,  but  had  fits  all 
this  time  affecting  the  right  side  only.  She  had  had  no  attacks  for  the  last 
seven  years.  I  could  detect  no  weakness  of  the  right  arm  and  leg,  but  there 
was  a  little  weakness  about  the  angle  of  the  mouth  on  the  right  side.  She 
wrote  slowly  and  fairly  well,  but  she  preferred  her  left  hand — as,  for  example, 
in  the  use  of  a  knife  or  spoon.  She  was  certainly  defective,  but  not  passion- 
ate.    She  could  not  wash  herself,  and  had  been  unable  to  learn  any  business. 

Paralysis  of  the  face  and  tongue. — There  is  no  doubt  that 
paralysis  of  the  lower  part  of  the  face  is  less  marked  in 
infantile  hemiplegia  than  in  the  ordinary  adult  form.  The 
mothers  occasionally  declare  that  no  weakness  was  present 
at  the  onset ;  but  in  some  of  these  cases  I  have  found  traces 
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of  paralysis,  shown,  for  example,  by  the  child  beginning  to 
smile  or  cry  ou  the  non-paralysed  side,  or  by  the  mouth 
opening  slightly  more  on  that  side.  In  a  few  instances  I 
have  been  unable  to  detect  any  weakness  whatever.  I 
have  seen  in  some  cases  distinct  traces  of  facial  paralysis 
many  years  after  the  attack,  but  this  is  certainly  exceptional 
(see  Cases  3,  10,  13,  and  14) .  The  rule  is  for  the  facial  para- 
lysis to  be  comparatively  slight  even  at  the  onset,  and  to  clear 
up  rapidly  and  almost  completely. 

Deviation  of  the  tongue  is  even  less  marked  than  facial 
paralysis.  I  have  seen  it  absent  four  days  after  the  onset ; 
and  in  two  cases,  which  I  saw  a  fortnight  after  the  attack, 
and  in  which  the  paralysis  of  the  arm  and  leg  was  almost 
complete,  the  tongue  lay  straight  on  the  floor  of  the  mouth. 
In  Case  2,  however,  deviation  of  the  tongue  was  present  at 
the  onset. 

I  found  deviation  to  the  paralysed  side  in  a  child  of  seven 
years,  who  had  had  hemiplegia  at  the  age  of  ten  months. 
The  left  arm  and  leg  were  rigid,  and  there  was  a  trace  of 
facial  paralysis  (Case  13). 

Course  of  the  hemiplegia. — As  already  stated,  the  facial 
paralysis  usually  disappears  almost  completely  at  an  early 
date.  As  in  the  adult,  the  leg  usually  soon  regains  power, 
and  recovery  may  practically  be  perfect  (Case  5).  In  some 
such  cases,  however,  the  knee-jerk  will  be  found  exag- 
gerated on  the  hemiplegic  side — the  sole  indication  of  the 
former  paralysis  (Cases  7  and  11).  In  favorable  cases  the 
only  remnant  may  be  some  clumsiness  of  the  hand,  the  grasp 
being  little  affected ;  this  may  be  made  evident  by  getting 
the  patient  to  pick  up  a  pin,  when  the  fingers  sprawl  over  it 
in  a  very  characteristic  way.  If  the  hemiplegia  was  on  the 
right  side  the  patient  becomes  left-handed  (Case  6).  It 
seems  probable  that  the  hand  rarely  regains  the  power  to 
execute  perfectly  fine  movements,  such  as  those  involved  in 
writing.  Another  explanation  is  that  the  child  may  have 
been  taught  to  use  the  left  hand  when  the  right  hemiplegia 
was  still  present. 

Whichever  be  the  true  explanation,  there  is  no  doubt  that 
infantile  hemiplegia,  like  infantile  paralysis,  is  one  cause  of 
acquired  left-handedness. 
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The  term  infantile  spasmodic  hemiplegia,  often  used  to 
designate  true  infantile  hemiplegia,  is  unfortunate,  as  very 
commonly  there  is  no  actual  rigidity.  In  those  cases 
alluded  to  above  in  which  the  residual  paralysis  is  in  the 
hand  only,  and  even  in  some  in  which  there  is  some  weak- 
ness of  the  leg,  the  limbs  are,  in  my  experience,  quite  flaccid. 
Cases  4,  12,  13,  and  20  were  the  only  examples  in  my  series 
of  marked  rigidity;  in  Cases  12  and  13  there  was  distinct 
atrophy.  In  Case  14  the  limbs  were  atrophied  and  the  seat 
of  athetosis. 

Case  11.  Left  hemiplegia  of  six  tnonths'  duration  ;  no  paralysis  of  leg, 
hut  knee-jerh  exaggerated. — Male  set.  8  years.  No  histoiy  of  congenital 
syphilis  in  the  family.  Six  months  previously  the  child  had  two  fits,  and 
the  next  day  the  left  side  was  completely  paralysed.  There  was  no  ante- 
cedent illness. 

The  grasp  of  the  left  hand  was  weak  ;  he  could  pick  up  a  pin,  but  not  so 
readily  as  with  right  hand.  There  was  slight  weakness  of  the  left  side 
of  the  face.  No  deviation  of  tongue  when  protruded.  There  was  no  notable 
weakness  of  the  left  leg,  but  the  knee-jerk  was  exaggerated  ;  no  clonus. 

Case  12.  Left  Tieviiplegia  loith  rigidity  ;  associated  movements. — Male 
set.  6i  years.  Patient  the  sixth  child.  No  history  of  congenital  syphilis  in 
family.  One  child  died  in  convulsions  at  the  age  of  one  year  and  five  months. 
When  the  patient  was  seventeen  months  old  he  was  seized  suddenly,  when 
in  apparent  health,  with  general  convulsions.  Left  hemiplegia  was  noticed 
a  day  or  two  later.  He  had  had  no  illness  whatever  before  the  onset.  The 
left  arm  was  colder,  smaller,  and  shorter  than  the  right,  rigid  at  the  joints, 
the  fingers  being  flexed,  and  the  thumb  beneath  them.  The  stiffness  was 
said  to  disappear  at  times,  and  the  hand  during  sleep  to  be  quite  open.  I 
noticed  during  examination  that  the  rigidity  became  less  marked  after  a 
time.  He  could  not  pick  up  a  pin  with  the  left  hand,  and  when  he  made 
the  efEort  there  were  associated  movements  of  the  right  hand.  When  he 
walked  the  left  arm  was  held  up,  partly  flexed  at  elbow  and  wrist.  I 
believed  this  to  be  an  associated  movement,  as  it  did  not  appear  to  be  for 
balancing.  The  left  radial  tap  was  exaggerated.  There  did  not  seem  to 
me  to  be  any  facial  paralysis,  but  the  mother  thought  that  he  laughed  more 
on  the  right  side.  The  left  leg  was  smaller  and  colder  than  the  right.  The 
knee-jerk  was  exaggerated  ;  no  clonus.  There  was  some  impairment  of 
intelligence. 

Case  13.  Left  liemiplegia  with  rigidity ;  no  apparent  loss  of  intelligence. 
— Female  est.  7  years.  At  the  age  of  ten  months  had  convulsions  lasting 
two  weeks,  and  at  the  end  of  this  time  became  paralysed  on  the  left  side. 
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The  left  arm  was  much  thinner  and  colder  than  the  right,  the  wrist  flexed  at 
right  angles,  the  fingers  liyperextcnded  at  the  metacarpo-phalangeal  joints, 
and  slightly  flexed  at  the  phalangeal.  The  rigidity  was  easily  overcome, 
but  the  parts  resumed  their  old  position  at  once  when  left  to  themselves. 
The  left  leg  was  smaller  than  right  and  somewhat  stiff,  and  the  foot  was  a 
little  inverted.  When  walking  the  left  foot  was  turned  inwards,  and  the 
whole  limb  dragged.  The  tendon  reactions  of  the  arms  and  legs  were  very 
brisk,  but  equal.  The  mouth  opened  more  on  the  right  side,  and  the  tongue 
deviated  to  the  left.  The  child  was  very  intelligent,  and  bad  had  no  fits 
since  the  onset. 

Case  14.  Bight  hemiplegia;  athetosis. — Male  set.  10^  years.  Patient 
the  sixth  child  ;  labour  natural.  No  history  of  congenital  syphilis  in  the 
family.  When  nine  months  old  had  a  fall  out  of  bed,  but  no  injury  to  head 
was  noticed.  He  was  unconscious  next  day.  For  two  months  he  was  very  ill, 
unconscious  and  frequently  convulsed.  Has  had  occasional  fits  since  the 
onset,  but  has  been  free  for  at  least  a  year  now.  It  was  not  known  if  the 
convulsions  were  unilateral.  He  did  not  talk  until  he  was  nearly  three. 
He  then  learned  rapidly,  and  at  four  spoke  well. 

The  patient  was  an  intelligent  boy.  There  was  no  scar  on  scalp  and  no 
depression  or  tenderness.  There  was  a  little  haze  of  the  right  cornea, 
ascribed  to  "  sore  eyes"  when  two  years  old.  There  was  marked  scarring 
about  the  angle  of  mouth,  but  the  teeth  were  not  pegged.  The  right  arm, 
which  was  somewhat  rigid,  was  smaller  than  the  left.  There  were  frequent 
movements,  often  induced  by  effort  or  by  excitement,  in  which  there  was 
extension  at  the  wrist,  at  the  metacarpo-phalangeal  joints,  and  at  the 
phalangeal,  with  separation  of  the  digits.  The  metacarpo-phalangeal  joint 
of  the  index  was,  however,  flexed,  and  the  thumb  too  was  flexed  at  the 
phalangeal  joint  during  these  involuntary  movements.  The  right  lower 
limb  was  much  smaller  than  the  left,  stiff,  but  not  shortened.  The  foot  was 
dropped,  and  he  walked  on  his  toes  with  the  ankle  nearly  in  a  line  with  the 
leg,  the  knee  being  slightly  flexed  and  the  whole  limb  directed  outwards. 
There  were  frequent  movements,  in  which  the  great  toe  became  hyper- 
extended,  the  other  toes  extended  and  slightly  separated,  and  the  foot  as  a 
whole  inverted.  The  knee-jerk  was  exaggerated  on  the  right  side,  but  there 
was  no  clonus.  There  was  some  weakness  of  the  lower  part  of  the  face  on 
the  right  side.     The  tongue  was  protruded  straight. 

Associated  movements, — It  is  not  uncommon  when  the 
child  is  asked  to  pick  up  a  pin  with  the  paralysed  hand  to 
see  the  thumb  and  finger  of  the  sound  hand  as  it  were 
picking  up  an  imaginary  pin,  the  face  often  working 
simultaneousl3\  Occasionally  I  have  noticed  that  the 
paralysed  thumb  and  fingers  will  make  a  fair  attempt  at  the 
imaginary  pin  when   the  sound   hand  is   making   the  effort. 
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Indeed,  the  associated  movement  of  the  damaged  hand  in 
the  latter  case  is  much  better  adapted  than  when  the  effort 
is  vohuitary.  These  associated  movements  are  seen  fre- 
quently in  healthy  cliildren,  but  not  so  marked  as  in  the 
paralysed.  A  curious  position  of  the  arm  during  pro- 
gression,  probably  allied  to  these  associated  movements,  was 
present  in  Cases  2  and  12.  Osier  describes  a  similar  con- 
dition (p.  37). 

Three  of  my  cases  proved  fatal,  but  unfortunately  no 
post-mortem  examination  was  allowed.  It  is  possible  that 
Case  16  was  tubercular,  and  hence  ought  to  be  excluded 
from  consideration  ;  clinically,  however,  it  conforms  to  the 
type  of  infantile  hemiplegia.  Case  17  suggests  a  common 
cause  for  the  visual  defect  and  probable  idiocy  and  the 
subsequent  hemiplegia.  Was  it  syphilis  ?  Mercury  and 
iodide  of  potassium,  it  must  be  allowed,  were  ineffectual 
(see  remark  on  Case  2). 

Case  15.  Right  hemiplegia  preceded  by  giddiness,  vomiting,  and  con- 
vitlsions;  acute  swelling  of  thyroid  gland;  death. — Male  iet.  25  years. 
The  patient  was  the  eldest  child.  No  evidence  of  congenital  syphilis  in  the 
family.  When  I  saw  him  there  was  a  little  desquamation  about  the  right 
shoulder,  but  no  history  of  scarlet  fever  was  obtained.  The  child  was  said 
to  have  had  no  iUnesses.  Six  weeks  previously  he  had  occasional  giddiness  and 
vomiting,  which  lasted  three  weeks,  when  he  was  attacked  with  convulsions 
chiefly  affecting  the  right  side,  and  then  became  hemiplegic.  The  right 
arm  and  leg  were  almost  completely  paralysed,  but  the  face  only  a  little 
weak  on  the  right  side.  He  was  intelligent  but  fretful ;  the  speech  had 
never  been  affected.  The  right  knee-jerk  was  exaggerated,  the  plantar 
reflex  on  the  right  side  a  little  diminished.  About  five  weeks  after  the 
onset  there  was  acute  swelling  of  the  isthmus  of  the  thyroid  gland.  A 
month  later  I  noted  that  the  leg  was  almost  as  strong  as  its  fellow,  and  that 
he  had  regained  power  in  the  arm.  Four  weeks  subsequently  it  was  noted 
that  he  had  had  three  or  four  faints,  and  a  few  days  later  he  had  a  convul- 
sion  and  died  the  next  day.     No  post-mortem  examination  was  made. 

Case  16.  Bight  hemiplegia ;  loss  0  speech  ;  death. — Female  set.  2  years. 
The  child  had  right-sided  convulsions  a  fortnight  previously,  and  next  day 
there  was  right  hemiplegia.  For  two  weeks  before  the  onset  of  the  convul- 
sions she  had  been  ailing  and  fretful,  though  she  had  had  no  definite  illness. 
There  was  almost  complete  paralysis  of  the  right  arm  and  leg,  and  marked 
weakness  of  the  lower  part  of  the  face  on  the  same  side.  The  tongue  was 
straight  on  the  floor  of  the  mouth.     The  knee-jerks  were  not  obtained ;  the 
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plantar  voilox  was  a  little  diminislied  on  the  paralysed  side.  The  child  was 
said  to  have  spoken  well  before  the  hemiplegia  ;  but  since  the  attack, 
although  understanding  when  spoken  to,  had  lost  her  words.  The  child  was 
fretful  and  cried  a  good  deal.  I  did  not  see  the  patient  again,  but  I  heard 
that  she  died  a  week  or  so  later.  I  think  the  case  was  probably  tubercular,  as 
one  child  of  the  family  had  died  of  inflammation  of  the  brain  ;  another  child, 
ast.  9  years,  was  said  to  have  "  water  on  the  brain." 

Case  17.  Left  hemiplegia  in  an  idiotic  child ;  possible  syphilis  ;  death, 
— Male  let.  8  months.  The  mother  had  had  one  miscarriage  before  the 
birth  of  patient,  who  was  the  first  child.  The  presentation  was  normal,  but 
the  labour  was  protracted,  though  not  instrumental.  When  six  weeks  old 
the  child  had  snuffles  and  a  rash  about  the  buttocks  and  thighs.  He  was 
brought  to  me  because  it  was  thought  that  he  could  not  see,  and  because  he 
had  nystagmus.  The  child  made  an  attempt  to  follow  a  light,  but  Mr.  Gunn 
was  uncertain  if  the  pupils  acted  to  light.  Examination  of  the  fundi  was 
unsatisfactory.  The  child  was  probably  defective  mentally.  A  grain  of 
grey  powder  was  taken  three  times  daily  for  some  weeks,  and  the  sight  was 
thought  by  the  mother  to  have  improved.  Five  months  after  I  first  saw 
him  and  when  he  was  thirteen  months  old  he  suddenly  became  drowsy,  and 
in  a  few  hours  was  found  to  be  hemiplegic  on  the  left  side.  During  the 
next  twenty-four  hours  he  was  unconscious,  and  had  convulsive  movements 
affecting  the  left  arm  and  leg.  There  had  been  no  antecedent  illness.  I 
made  a  note  twelve  days  after  the  onset  that  the  left  arm  and  leg  were 
quite  paralysed.  I  did  not  detect  any  paralysis  of  the  face,  but  the  mother 
said  that  the  left  side  did  not  move  so  well  as  the  right  when  he  laughed  or 
cried.  A  month  later  there  was  distinct  regain  of  power  of  the  leg,  and  he 
could  move  the  arm  slightly  ;  the  knee-jerks  were  equal  and  normal. 
About  eight  weeks  after  the  onset  the  left  arm  was  found  to  be  getting  stifB 
and  the  fingers  were  generally  clenched,  but  there  was  no  marked  increase 
in  the  knee-jerk.  He  took  small  doses  of  iodide  and  bromide  of  potassium 
after  the  attack  of  hemiplegia.  I  heard  that  he  died  in  convulsions  at  the 
age  of  two  years,  about  a  year  after  the  onset  of  the  paralysis. 

I  liave  I'ecently  had  a  case  of  the  same  kind  under  obser- 
vation. The  patient,  who  was  a  child  aged  five  years  and  a 
half,  was  born  at  term  without  difficulty.  She  had  had  a 
rash  on  the  buttocks  when  a  few  weeks  old,  as  also  had 
another  child  of  the  family  ;  no  history  of  miscarriage. 
The  patient  had  fits  when  six  months  old,  and  continued 
to  have  them  at  varying  intervals  ever  since.  The  child  had 
always  been  mentally  defective,  and  when  I  saw  her  was 
idiotic.  After  a  series  of  convulsion  affecting  the  left  side 
hemiplegia  supervened. 
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It  is  uncommon  to  have  two  distinct  attacks  of  hemiplegia 
in  the  same  individual.  The  following  case,  therefore, 
deserves  to  be  recorded.  If  the  cause  was  syphilis,  it  is 
interesting  to  note  that  mercurial  treatment  did  not  prevent 
the  second  seizure.  It  might  be  urged  for  this  reason  that 
the  case  was  not  syphilitic.  I  do  not  think,  however,  that 
this  argument  invariably  holds  good  (see  Case  2).  The 
second  hemiplegic  seizure  in  this  patient  was  not  so 
marked  as  the  first ;  but  from  the  mother's  definite  account, 
and  from  my  own  observation,  I  have  no  doubt  that  there 
had  been  an  attack. 

Case  18.  Left  hemiiiilegia  in  a  child  possibly  syphilitic,  followed  hy  right 
hemiplegia;  subseqiient  idiocy. — Female  ret.  14  months.  The  piitient 
was  the  third  child.  The  two  elder  children  had  died  ;  one  born  at  the 
eighth  month  when  eight  days  old,  the  other  at  the  age  of  one  month,  of 
whooping-cough.  The  mother  had  had  one  miscarriage  between  the  birth  of 
the  second  child  and  that  of  patient.  When  two  months  old  the  patient  had 
snuffles  and  a  rash  on  the  buttocks,  and  between  the  ages  of  four  and  seven 
months  suffered  from  measles  and  whooping-cough. 

Four  days  before  T  saw  the  child  she  was  attacked  suddenly  withleft  hemi- 
plegia, but  there  were  no  fits  at  the  onset.  Next  day  and  the  succeeding  two 
or  three  days  she  had  some  convulsive  movements  affecting  the  face  and 
arm,  not  the  leg,  on  the  paralysed  side.  I  saw  the  child  four  days  after  the 
onset  of  the  paralysis.  The  left  arm  was  quite  paralysed,  and  the  leg  was 
very  weak.  The  limbs  were  not  wasted,  but  were  colder  than  those  on  the 
rio-ht  side.  The  left  knee-jerk  was  brisker  than  the  right.  There  was  some 
weakness  of  the  muscles  about  the  angle  of  tlie  mouth  on  the  left  side.  The 
tongue  lay  straight  on  the  floor  of  the  mouth.  As  there  was  a  possibility  of 
the  case  being  syphilitic,  I  prescribed  one  grain  of  iodide  of  potassium  with 
three  grains  of  bromide  of  potassium  three  times  daily.  Four  weeks  later  the 
arm  and  leg  had  recovered  to  some  extent,  and  within  three  months  from  the 
onset  there  was  considerable  regain  of  power,  and  the  left  knee-jerk  was  only 
slio"htly  exaggerated.  She  was  then  ordered  small  doses  of  grey  powder  and 
powdered  rhubarb,  which  she  continued  to  take  for  three  weeks,  when  cod- 
liver  oil  and  steel  wine  were  substituted.  Three  months  and  a  half  after  the 
attack  of  hemiplegia,  the  child,  who  had  been  for  two  or  three  weeks  rather 
irritable,  had  "  inward  convulsions,"  and  a  few  days  later  the  right  side 
suddenly  became  weak.  I  saw  the  child  two  days  later,  and  found  that  there 
was  some  weakness  of  the  lower  part  of  the  face  on  the  right  side,  but  I 
was  doubtful  about  the  condition  of  the  arm  and  leg.  The  mother,  how- 
ever,  asserted  that  they  were  weak.     I  ordered  a  grain  of  grey  powder  twice 

daily. 

Ei°"ht  months  later  I  noted  that  the  child  moved  her  arms  well,  but  did  not 
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walk.  She  was  very  irritable,  and  had  lost  the  few  words  she  had  previously 
acquired.  I  saw  the  child  for  the  last  time  a  year  and  nine  months  after  the 
onset  of  the  first  attack  of  hemiplegia.  The  fits  had  not  recurred,  but  she 
was  spiteful,  mischievous,  and  dirty — indeed,  idiotic. 

It  is  interesting  to  compare  Case  17,  in  wliich  acute  hemi- 
plegia attacked  a  child  with  defect  of  sight  and  probable 
idiocy,  with  the  following,  in  which  rigidity  gradually  attacked 
the  non-hemiplegic  side  some  years  later.  This  later  deve- 
lopment suggested  cbronic  meningitis  or  sclerosis  of  the  con- 
volutions ;  but  I  can  only  speculate  on  the  possible  connec- 
tion between  it  and  the  acute  hemiplegic  attack.  Syphilis^ 
again,  might  be  the  real  causative  agent. 

Case  19.  Left  hemiplegia  at  the  age  of  seven  years,  rigidity  affecting 
the  right  arm  and  leg  five  years  later. — Female  set.  15  years.  Patient  was 
the  ninth  child,  and  had  had  thrush  and  a  rash  on  the  buttocks  when  a  baby. 
All  the  children  except  one  had  had  "  thrush."  The  mother  had  had  no  mis- 
carriage. The  child  was  quite  well  and  intelligent,  and  had  no  illnesses  up 
to  the  age  of  seven  years.  She  was  then  suddenly  attacked  with  left  hemi- 
plegia, but  it  was  not  known  if  she  was  convulsed  or  unconscious  at  the 
time.  The  hemiplegia  remained  without  change  for  the  next  five  or  six 
years,  when  it  was  noticed  that  the  right  leg  and  then  the  right  arm  were 
becoming  weak.  The  speech  became  affected  a  year  ago.  The  left  arm  was 
small,  stiff,  and  flexed  at  the  elbow  and  wrist ;  the  right  arm  was  affected  in 
the  same  way,  but  not  so  rigid.  The  lower  limbs  were  absolutely  powerless, 
atrophied,  and  flexed  at  the  pelvis  and  knees  ;  the  knee-jerks  were  equal  and 
brisk  ;  no  clonus.     The  plantar  reflexes  were  not  obtained. 

The  child  was  not  mischievous  or  bad-tempered,  nor  usually  dirty  in  her 
habits.  It  was  said  that  she  understood  when  spoken  to,  and  I  observed  that 
she  looked  about  her  in  an  intelligent  way.  The  only  words  she  knew  were 
"  teacher  Bella,"  which  she  repeated  from  time  to  time.  The  heart  was 
normal.  There  was  no  optic  neuritis,  headache,  or  vomiting.  No  sign  of 
caries  of  spine. 

The  two  following  cases  deserve  a  record,  as  the  occurrence 
of  hemiplegia  in  two  children  of  the  same  family  is  unique 
in  my  experience.  The  onset  was  acute  in  the  first  patient, 
and  although  the  labour  was  prolonged,  it  is  improbable  that 
the  case  was  one  of  birth-hemiplegia.  The  second  appeared 
to  be  one  of  congenital  origin,  and  there  was  sufficient 
evidence  to  warrant  the  assumption  that  meningeal  hsemor- 
rhage  had  occurred  during  delivery.  There  was,  I  think, 
some  suspicion  of  a  syphilitic  taint. 


22  Infantile  Hemiplegia  with  Acute  Onset. 

Case  20.  Hemiplegia  in  two  members  of  the  same  family. —  Male  ait. 
1  year  and  9  mouths.  Mother  had  heen  married  nine  years.  The  patient 
was  born  at  term,  the  head  presented,  the  labour  was  long  but  not  instru- 
mental. Tliere  was  no  history  of  measles,  scarlet  fever,  or  whooping- 
cough.  Six  months  ago  the  patient  had  convulsions  lasting  two  hours,  and 
the  right  side  was  ftmnd  paralysed  soon  afterwards.  The  arm  was  stiff  and 
the  fingers  clenched.  The  child  had  never  walked,  but  the  leg  was  weak 
and  somewhat  rigid  ;  the  knee-jerk  was  brisker  than  on  the  left  side,  but 
there  was  no  clonus. 

The  only  indication  of  facial  weakness  was  shown  b}'  the  child  beginning 
to  smile  on  the  left  side.  The  tongue  was  protruded  straight.  The  child 
had  never  spoken.  The  heart  was  normal.  There  was  some  rickets,  shown 
by  bossing  of  the  head  and  lateral  flattening  of  the  chest. 

On  Inquiry  into  the  family  histor}'  of  this  case  I  was  told  that  neither  the 
patient  nor  any  of  the  cliildren  had  suffered  from  snuffles,  thrush,  or  rash 
on  the  buttocks.  The  first  four  children,  however,  had  been  born  dead,  and 
the  mother  had  lately  had  a  miscarriage.  The  first  child  which  had  been 
born  alive  was  paralysed  on  the  left  side  ;  the  second  was  health}',  and  the 
patient  was  the  third. 

The  eldest  child,  a  female  aged  five  years,  was  brought  to  the  hospital  at 
my  request.  The  history  was  that  the  birth  occurred  between  the  seventh 
and  eighth  month,  that  it  was  a  cross-birth,  and  that  the  labour  was  long, 
lasting  two  or  three  days.  Means  had  to  be  taken  to  resuscitate  the  child 
when  born. 

The  patient  was  a  noisy,  mischievous,  passionate  idiot,  unable  either  to 
walk  or  talk.  The  left  side  was  noticed  to  be  weak  when  two  or  three 
months  old.  I  found  that  ihe  left  arm  was  small,  cold,  and  rigid.  The 
fingers  were  clenched,  and  the  hand  useless  It  was  difficult  to  sa}'  if  the 
left  leg  was  weaker  than  the  right ;  the  knee-jerks  were  brisk  and  equal. 
No  atrophy  of  face  or  head.  The  tongue  was  normal.  The  palate  was  not 
arched. 


EFFUSIONS   OF   BLOOD  INTO   THE 
FALLOPIAN   TUBE: 

A   CONTRIBUTION   TO   THE   STUDY  OF   THEIR   ETIOLOGY, 

BASED   ON   SEVENTEEN   CASES   VERIFIED 

BY  OPERATION. 


By  CHARLES  J.  CULLINGWOETH,  M.D.,  F.E.C.P. 


In  view  of  the  present  very  imperfect  state  of  our  know- 
ledge respecting  the  etiology  of  accumulations  of  blood  in 
the  Fallopian  tube,  it  has  occurred  to  me  that  it  might  be 
useful  to  bring  together  the  cases  that  have  come  under  my 
own  observation,  and  to  ascertain  (1)  how  far  they  bear  out  the 
opinion  now  largely  gaining  ground,  that  the  great  majority 
of  such  accumulations  are  due  to  tubal  gestation,  and  (2)  in 
what  proportion  of  the  cases,  in  which  the  clinical  history 
afforded  presumptive  evidence  of  tubal  gestation,  confirma- 
tion of  the  diagnosis  was  obtainable  from  an  examination  of 
the  effused  blood.  It  will  be  convenient  to  arrange  the 
cases  in  groups  under  the  following  headings  : — I.  Cases  in 
which  the  evidence  of  tubal  gestation  is  complete ;  II, 
Cases  in  which  the  evidence  of  tubal  gestation  rests  mainly 
or  entirely  on  the  clinical  history,  no  embryonic  remains  or 
other  distinctive  products  of  conception  having  been  dis- 
covered in  the  parts  removed ;  III.  Cases  in  which  the 
evidence   is    inconclusive  ;    and,    IV.    Cases    in    which    the 
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evidence  points  to  other  causes  than  tubal  gestation.  Some 
of  the  cases  have  ali'eady  been  published  in  extenso.  These 
will  be  given  here  in  abstract  only^  references  to  the  full 
reports  being  appended.  Others  are  now  recorded  in  full 
for  the  first  time.  Where  abstracts  of  these  have  appeared 
elsewhere,  as^  for  example,  in  the  '  Transactions  of  the 
Obstetrical  Society  of  London/  in  connection  with  the  exhibi- 
tion of  specimens,  the  fact  will  be  noted  in  order  to  prevent 
confusion. 

Group  I.  Gases  in  which  the  Evidence  of  Tubal  Gestation  is 

complete. 

This  group  is  limited  to  cases  of  unruptured  tubal  gesta- 
tion (with  apoplectic  ovum).  Three  cases,  operated  upon 
after  rupture,  in  each  of  which  an  embryo  and  other  parts 
of  the  ovum  were  discovered  in  the  peritoneal  cavity,  are 
not  included.^ 

Case  1  (abstract).^ — H.  O — ,  tet.  27,  admitted  March  16th, 
1891,  with  a  history  of  recurrent  attacks  of  pelvic  pain 
during  the  past  two  months,  with  absence  of  menstruation 
during  the  same  period.  There  had  been  no  previous  preg- 
nancy for  seven  years.  On  the  day  of  admission  she  had  a 
sudden  attack  of  very  severe  abdominal  pain  with  discharge 
of  clots  per  vaginam.  Thinking  she  was  about  to  have  a 
miscarriage  she  presented  herself  at  the  hospital  and  was 
admitted.  There  was  a  rounded,  firm,  not  very  tense, 
swelling  in  Douglas's  pouch,  connected  with  left  coruu  of 
uterus.  The  uterus  was  pushed  forwards  against  the 
abdominal  wall,  and  was  enlarged,  flaccid,  and  empty.  Its 
canal  measured  4|  inches. 

The  abdomen  was  opened  a  week  after  admission.  The 
left  Fallopian  tube  was  found  elongated  and  adherent.      Its 

•  These  three  cases  have  already  been  published,  two  of  theiu  in  a  paper 
entitled  "  Tliree  Cases  of  Early  Tubal  Gestation,"  which  appeared  in  vol.  xx  of 
these  '  Reports,'  and  the  third  in  the  '  Trans.  Obstet.  Soc.,'  vol.  xxxiv,  for  1892, 
p.  134. 

A  full  account  of  this  case  was  given  in  the  last  vol.  (xx)  of  these  'Reports' 
(sec  paper  above  cited). 
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distal  end  was  dilated  iuto  a  tliin-walled  cyst,  which  formed 
the  swelling  that  had  been  felt  in  Douglas's  pouch.  The 
cyst  was  filled  with  soft,  dark  blood-clot,  in  the  midst  of 
which  was  an  ovum,  about  the  size  of  a  walnut,  with  distinct 
amniotic  cavity,  and  covered  externally  with  chorionic  villi. 
An  umbilical  cord  was  found,  but  no  embryo. 

The  undilated  portion  of  the  tube  was  at  least  twice  its 
normal  size  ;  it  measured  4^  inches  in  length  ;  its  mucous 
lining  was  greatly  congested ;  its  muscular  walls  were  not 
thickened. 

On  the  day  following  the  operation,  a  thick  decidual 
membrane,  forming  an  entire  cast  of  the  uterine  cavity,  was 
expelled  per  vaginam. 

The  patient  made  a  rapid  and  uninterrupted  recovery. 

Case  2. — S.  E — ,  f«t.  32,  married,  was  admitted  into 
Adelaide  Ward,  St.  Thomases  Hospital,  April  4th,  1892,  for 
what  she  believed  to  be  a  threatened  miscarriage.  She  had 
only  once  previously  been  pregnant,  now  eight  years  ago. 
On  that  occasion  she  aborted  at  the  fourth  month.  About 
the  same  time  she  showed  symptoms  of  syphilitic  infection, 
rash,  sore  throat,  &c.      She  was  not  at  that  time  married. 

From  that  period  up  to  her  marriage,  twelve  months  ago, 
she  was  quite  well.  Menstruation  continued  regular  after 
her  marriage  until  November  12th,  1891,  when  her  last 
period  ceased.  She  had  no  discharge  from  that  time  until 
seven  weeks  ago.  She  believed  herself  to  be  pregnant. 
About  the  beginning  of  February,  1892,  whilst  she  was 
cleaning  windows,  she  slipped  from  the  table  upon  which 
she  was  standing,  alighting  upon  the  floor  on  her  feet. 
Two  days  later  she  noticed  a  slight  discharge  of  blood  from 
the  vagina,  which  continued  up  to  the  time  of  her  admission 
{i.  e.  for  two  months),  gradually  increasing  in  quantity,  but 
never  very  great  in  amount.  Sometimes  the  blood  was 
bright  red,  at  other  times  dark  and  even  clotted.  She  had 
not  had  any  pain  or  interference  with  the  general  health 
throughout. 

She  was  a  bright,  active,  healthy  woman  of  ruddy  com- 
plexion. The  breasts  were  fairly  well  developed  ;  the 
areolae    slightly   pigmented.      The   abdomen   was    generally 
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somewhat  full,  and  was  resonant  all  over  on  percussion. 
On  deep  pressure  in  the  right  iliac  fossa,  a  swelling  could 
be  felt  extending  for  2  inches  above  the  inner  two  thirds  of 
Poupart's  ligament.  On  vaginal  examination  a  soft,  smooth, 
elastic,  well-defined  swelling  could  be  felt  occupying  the 
right  posterior  quarter  of  the  pelvis,  pushing  the  uterus  an 
inch  to  the  left  of  the  middle  line,  and  not  depressing  the 
vaginal  roof.  Running  transversely  across  the  vaginal  roof 
on  the  right  side  could  be  felt  a  pulsating  blood-vessel  of 
considerable  size.  The  uterus  could  be  moved  to  a  limited 
extent  upwards  and  downwards  independently  of  the  tumour. 
After  some  hesitation  the  uterine  sound  was  cautiously 
passed,  and  the  canal  Avas  found  to  be  2|  inches  in  length. 

The  diagnosis  was  unruptured  tubal  gestation,  with  apo- 
plectic ovum,  or,  less  probably,  an  ovarian  cyst  with  recent 
or  still  incomplete  abortion. 

Abdominal  section  was  performed  on  April  8th,  1892. 

A  large  tense  swelling  was  exposed,  situated  to  the  right 
of  the  middle  line,  and  consisting  of  the  distended  Fallopian 
tube,  with  its  long  axis  directed  from  before  downwards  and 
backwards.  The  tumour  was  adherent  to  the  posterior 
surface  of  the  right  broad  ligament  and  of  the  uterus,  both 
of  which  were  displaced  downwards,  the  tumour  being  above 
them.  Its  posterior  extremity  was  firmly  adherent  to  the 
rectum  and  the  floor  of  Douglases  pouch.  From  the  uterus, 
which  was  small  and  lying  below  and  to  the  left  of  the 
tumour,  a  thick  band  of  dense  tissue  passed  in  a  curve 
upwards  and  forwards,  connecting  the  uterus  with  the  tumour. 
The  wall  of  the  distended  tube  was  felt  to  be  extremely  thin 
and  tense,  and  the  greatest  care  and  gentleness  were  neces- 
sary to  a,void  rupturing  it  whilst  separating  and  elevating  it. 
When  brought  into  view,  it  was  seen  to  be  filled  with  firm 
blood-clot.  At  its  distal  extremity,  and  lying  with  its  long  dia- 
meter closely  applied  to  it,  was  an  oblong  projection  about  2| 
inches  long,  of  a  yellowish  colour  and  covered  with  a  tense 
thin  membi-ane,  though  which  the  parts  of  an  embi-yo  of 
apparently  about  the  tenth  week  could  be  easily  seen.  The 
denuded  bones  of  one  leg  and  of  part  of  one  arm  had  escaped 
through  small  fissures,  and  were  hanging  outside  the  swell- 
ing.     Th^  broad   ligament  was  transfixed  and  tied,  and  the 
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tube  removed,  along  with  the  normal  riglit  ovary.  Xo 
blood  was  found  in  the  peritoneal  cavity.  The  left  appen- 
dages were  adherent,  but  otherwise  normal,  and  were  not 
removed. 

The  peritoneal  cavity  was  douched,  a  glas.s  drainage 
inserted,  and  the  abdominal  incision  closed. 

The  drainage-tube  was  removed  in  twenty-four  hours. 

There  being  a  good  deal  of  abdominal  distension  on  the 
day  after  the  operation,  an  enema  was  administered  after  the 
removal  of  the  glass  drainasre-tube.  This  had  the  effect  of 
bringing  away  a  large  quantity  of  flatus,  and  of  giving  im- 
mediate and  permanent  relief  to  the  distension.  From  this 
time  tbe  patient  made  an  uninterrupted  recovery,  the 
highest  temperature  recorded  being  100"2'.  The  sutures 
were  removed  on  April  14th.  The  patient  was  discharged 
well  on  May  7th. 

The  specimen  was  exhibited  at  the  Obstetrical  Society, 
and  a  c<')mmittee,  consisting  of  Mr.  Albau  Doran,  Dr. 
William  Duncan,  Mr.  Bland  Sutton,  and  myself,  was  appointed 
to  examine  it.  The  following  is  a  copy  of  its  report,  dated 
May  loth,  1892  : — "  The  specimen  consists  of  an  oval  body,  0 
cm.  lung  by  0^  cm.  in  vertical  measurement.  From  one 
extremity  hangs  a  piece  of  tissue  3  cm.  long,  evidently  the 
uterine  end  of  the  Fallopian  tube.  The  greater  part  of  the 
swelling  as  seen  on  section  consists  of  a  mass  of  pale  red 
clot,  which  shows  distinct  lamination.  This  clot  is  invested 
by  the  wall  of  the  Fallopian  tube.  From  the  other  or  outer 
extremity  projects  a  cyst,  -ih  cm.  in  vertical  measurements, 
and  broader  below  than  above.  To  the  upper  and  outer 
part  of  the  cyst-wall  adheres  a  foetus,  of  which  the  parts 
are  very  distinct.  The  ribs  and  vertebral  column  are 
plainly  visible,  and  the  extremities  of  one  side  project 
through  the  cyst- wall;  the  lower  part  of  the  cyst  was  occupied 
by  blood-clot.  Between  the  cyst  and  the  clot  in  the  Fallo- 
pian tube  is  a  more  or  less  circular,  smooth-edged  aperture, 
li  cm.  in  diameter,  which,  from  the  appearance  of  the  sur- 
rounding parts,  appears  to  be  a  constriction  of  the  tube. 
Immediately  below,  and  internal  to  the  foetal  cyst,  is  the 
ovary.      The  foetal  cyst  is,  therefore,  part  of  the  tube. 

"Our  opinion  is  that  the  specimen  consists  of  a  gravid  tube. 
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of  which  the  larger  and  inuer  compartment  contains  the 
placenta  infiltrated  with  blood-clot,  and  the  smaller  or  outer 
cavity  is  occupied  by  the  foetus,  which  is  compressed  against 
its  periphery  by  blood-clot. 

"  There  is  no  proof  that  the  tube  has  undergone  rupture." 
This   singularly  interesting  specimen   has   been    mounted  . 
with  great  care  by  Mr.  Shattock,  and  is  now  in  the  museum 
of  St.  Thomas's  Hospital.      (See  Plate  I.) 


Geoup  II.  Cases  in  which  the  evidence  of  tubal  gestation  rests 
mainly  or  entirely  on  the  clinical  history,  no  embryonic 
remains  or  other  distinctive  products  of  conception  having 
been  discovered  in  the  parts  removed. 

Case  1  (abstract).^ — A.  D — ,  a3t.  26,  a  shirtmaker, 
admitted  August  29th,  1889.  Married  at  fifteen.  Has  had 
five  childen  and  two  miscarriages.  Last  child  fourteen 
months  ago ;  weaned  child  at  three  months.  Afterwards 
menstruated  regularly  until  ten  weeks  before  present  illness. 
She  then  missed  two  periods,  and  considered  herself  pregnant. 

Three  years  ago,  viz.  on  August  13th,  1886,  she  had  been 
admitted  to  Adelaide  Ward,  on  account  of  a  hsematocele, 
immediately  following  what  was  supposed  to  have  been  a 
miscarriage.  The  following  is  an  abstract  of  the  notes  taken 
on  that  occasion  : — "  Two  weeks  before  admission,  patient 
being  then  ten  weeks  pregnant,  she  received  a  severe  shock 
from  the  sudden  death  of  her  youngest  child.  A  week  after 
this  occurrence  she  was  suddenly  seized  with  severe  pain  in 
the  lower  part  of  the  abdomen  and  back,  which  Avas  soon 
followed  by  h£emorrhage  from  the  vagina.  Next  day,  while 
at  work,  she  passed  a  substance  which  she  believed  to  be  an 
abortion.  There  was  no  further  haemorrhage.  She  con- 
tinued at  her  work  for  a  week,  when  she  was  again  suddenly 
seized  with  violent  pain  in  the  abdomen,  back,  and  thighs. 
She  became  very  faint,  cold,  and  pale,  shivered  and  vomited. 
On  admission  a  few  hours  later,  she  was  pale  and  collapsed. 

1  For  full  details  see  vol.  xix  of  these  '  Reports,'  for  1889,  p.  186.  The  speci- 
men was  exliibited  at  the  Obstetrical  Society  of  Loudon,  and  is  described  in  the 
'Transactions,'  vol.  xxxi,  p.  257. 
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Temperature  on  evening  of  admission  100°,  afterwards 
normal,  except  on  one  occasion,  when  it  was  99°.  There 
was  a  soft  fluctuating  swelling  in  lower  abdomen,  just  above 
pubes,  which  was  also  felt  jjer  vaginam,  occup3nng  Douglas's 
pouch  and  both  posterior  quarters  of  pelvis.  Ten  days  later 
no  pain,  no  swelling  perceptible  above  pubes  or  in  the  sides 
of  the  pelves.  Swelling  in  Douglas's  pouch  hard  and  solid. 
Sound  passed  in  normal  direction,  but  showed  slight  enlarge- 
ment of  uterine  cavity.      Discharged  August  24th." 

After  her  last  confinement,  fourteen  months  ago,  she  kept 
her  bed  three  weeks,  owing  to  abdominal  pain,  from  which 
she  still  suffered  when  she  returned  to  work. 

Present  illness  commenced  suddenly,  when  patient  was 
walking  out  of  doors,  five  weeks  before  admission,  with  feel- 
ing of  extreme  illness  and  faintness,  and  with  loss  of  con- 
sciousness. She  was  laid  on  the  ground  until  she  recovered 
sufficiently  to  be  able  to  sit  up,  when  she  was  assisted  home. 
There  was  no  vomiting.  When  she  reached  home  she  for 
the  first  time  became  aware,  from  the  condition  of  her  clothes, 
that  a  slight  hfemorrhage  was  going  on.  This  went  on  up 
to  her  admission.  No  clot,  membrane,  or  other  solid  sub- 
stance has  been  observed. 

On  admission,  patient  was  pale,  but  otherwise  in  good 
condition.  The  uterus  was  anteflexed  and  empty.  In 
right  posterior  quarter  of  pelvis,  and  extending  behind  the 
uterus,  a  continuous,  smooth,  oblong  swelling,  excessively 
tender.      Uterus  moved  independently  of  the  swelling. 

The  diagnosis  was  right  htematosalpinx. 

There  being  no  alteration  after  a  fortnight's  rest,  abdo- 
minal section  was  performed.  The  retro-uterine  space  was 
roofed  in  by  adherent  viscera  (intestine,  omentum,  and 
uterus).  Encysted  in  the  pelvis,  beneath  the  roof  thus 
formed,  were  seven  fluid  ounces  of  soft  dark  blood-clot.  A 
small  conical  clot  of  much  firmer  consistence  fell  into 
Douglas's  pouch  during  these  manipulations.  The  uterus 
was  thick  and  large,  and  situated  in  front.  The  right 
Fallopian  tube  was  dilated  and  distorted,  its  fimbriated 
extremity  open,  and  continuous  with  what  appeared  like  a 
ruptured  cyst,  the  size  of  a  Tangerine  orange.  In  the  wall 
of  this  cyst  was  a  slight  thickening  at  one  spot,  which  the 
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presence  of  a  large  and  very  well  marked  corpus  liiteum 
showed  to  be  a  portion  of  the  ovary.  A  portion  of  the 
tube  measuring  3i  inches  in  length  was  removed.  Its  outer 
part  was  dilated  and  funnel-shaped,  the  conical  clot  already 
mentioned  fitting  it  exactly.      The  breadth  of  the  tube  when 


^ 


Dilatation  of  outer  portion  of  Fallopian  tube  by  a  conical  clot.  The 
drawing  shows  the  tube  laid  open,  the  clot  having  been  removed.  On 
the  inner  surface  of  the  dilated  portion  are  seen,  on  the  riglit  side,  the 
aperture  communicating  with  the  ruptured  vein,  and,  on  the  left,  a  scar 
probably  indicating  the  site  of  a  former  rupture. 

laid  open  was,  at  the  narrower  or  inner  end  of  the  dilated 
portion,  |  inch ;  at  the  outer  or  wider  end  2|  inches. 
The  length  of  the  dilated  portion  was  an  inch  and  a  half. 
The  conical  clot  was  firm  on  section^  with  an  outer  layer  of 
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firmer  and  browner  clot.  Its  narrow  end  was  uncoverod  witli 
this  brown  laj^er,  and  was  black,  like  the  inner  portion,  with 
a  central  canal,  large  enough  to  admit  a  pin,  as  though  a 
fine  stream  had  penetrated  it.  The  undilated  portion  of 
the  tube  contained  a  thread  of  coagulated  blood.  On  the 
inner  surface  of  the  dilated  tube  was  a  circular  opening,  ^ 
inch  in  diameter,  with  a  raised  edge  of  mucous  membrane, 
and  lined  with  adherent  blood-clot.  On  careful  dissection, 
this  was  found  to  be  a  small  cavity  beneath  a  raised  portion 
of  mucous  membrane,  into  which  a  varicose  vein  had  ruptured, 
the  mucous  membrane  having  in  its  turn  ruptured  into  the 
lumen  of  the  tube.  The  tear  in  the  mucous  membrane  had 
been  at  first  linear,  but  now  appeared  circular,  with  everted 
edges.  There  was  a  similai-,  but  somewhat  smaller  and  older 
lesion,  on  another  part  of  the  inner  wall  of  the  tube,  leading 
to  a  small  cavity  with  blood-stained  walls.  No  vessel  could 
be  traced  in  connection  with  this  cavity.  No  trace  of  ovum 
was  discovered. 

The  patient  recovered,  and  was  discharged  on  November 
9th,  1889. 

Bemarlcs. — When  exhibiting  this  specimen  at  the  Obstet- 
rical Society,  and  on  several  occasions  when  alluding  to  it 
since,  I  spoke  of  it  as  an  example  of  a  ha^matosalpinx  due 
not  to  tubal  pregnancy,  but  to  the  rupture  of  a  varicose 
vein  on  the  inner  surface  of  the  tube.  Further  experience, 
however,  and  more  mature  reflection  have  caused  me  to  alter 
my  opinion.  The  clinical  history  points  so  strongly  to  tubal 
gestation,  that  the  discovery  of  a  ruptured  varicose  vein  in 
the  tube-wall  seems  insufficient  to  discredit  the  evidence  it 
affords.  For  though  this  pathological  lesion  might  have 
sufficed  to  explain  the  hemorrhage,  had  there  been  no 
clinical  evidence  of  tubal  gestation,  it  is  evident  that  the  two 
conditions  are  not  incompatible,  and  that  the  discovery  of 
the  ruptured  vein  does  not  exclude  the  possibility  of  a  co- 
existing tubal  pregnancy.  In  fact,  what  condition  is  more 
likely  to  have  given  rise  to  venous  enlai'gement  ?  I  have, 
therefore,  while  fully  alive  to  the  fact  that  the  evidence  is 
somewhat  conflicting,  decided  that,  in  the  meantime,  the  case 
comes  more  appropriately  in  the  second  group  than  in  the 
third. 
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Case  2  (abstract).^ — E.  B — ,  aet.  29,  admitted  August 
19  th,  1890. 

Mai'ried  at  eighteen.  Four  children  ;  no  miscarriages. 
Last  child  five  years  ago.  Menstruation  re-established  in 
due  course  ;  continued  regular  until  eighteen  months  ago, 
when,  after  having  passed  two  weeks  beyond  her  usual 
period,  patient  was  seized  with  a  sudden  attack  of  uterine 
pain,  followed  in  a  few  hours  by  a  discharge,  like  that 
of  menstruation.  Was  in  bed  three  weeks.  After  that, 
menstruated  regularly  again  until  three  months  ago.  She 
then  missed  two  periods,  and  about  the  time  of  the  third, 
July  20th,  a  month  before  admission,  was  suddenly  attacked 
with  severe  pain  in  lower  part  of  abdomen,  compelling 
her  to  go  to  bed.  Her  face  was  markedly  pale.  Next 
day  the  pain  came  on  again  while  she  was  in  a  tramcar. 
It  was  very  severe,  and  was  this  time  accompanied  with 
vomiting.  Her  husband  met  the  car  and  carried  her  home, 
a  distance  of  half  a  mile.  She  went  to  bed,  and  on  the 
following  day,  a  very  slight  haemorrhage  commenced  from 
the  vagina,  which  continued  up  to  admission.  She  remained 
in  bed  three  weeks,  the  pain  gradually  diminishing.  The 
pain  was  chiefly  on  the  left  side,  shooting  down  the  leg. 
Whilst  in  bed,  she  noticed  a  lump  in  the  left  iliac 
region. 

The  physical  signs  on  admission  were  those  of  hasma- 
tocele.  The  uterus  was  displaced  forwards,  empty,  3  inches 
in  length.  There  was  a  hard  lump  above  the  fundus,  and 
there  was  indistinct  thickening  in  the  region  of  the  right 
broad  ligament. 

The  abdomen  was  opened  on  September  4th,  1890.  A 
quantity  of  old  and  recent  blood-clot  was  found  behind 
the  uterus,  encysted  amongst  adherent  viscera.  The  hard 
nodule  that  had  been  felt  above  the  fundus  uteri  proved  to 
be  the  smaller  end  of  a  pear-shaped  enlargement  of  the 
left  tube,  measuring  2i  inches  by  1\  inch,  firmly  adherent 
to  bowel  and  other  parts  around,  closed  at  its  distal  end, 
and  containing  firm  laminated  blood-clot.  The  swelling  on 
the  right  side   consisted  of   a  cyst  of  the  right  broad  liga- 

'  For  full  details  see  Obstetrical  Society's  '  Transactions,'  vol.  xxxiv,  for 
1892. 
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ment,  about  the  size  of  a  Tangerine  orange.  The  cyst  was 
filled  with  blood-clot.  There  was  a  rent  in  the  cyst,  pos- 
teriorly, from  which  a  mass  of  dark  clot  was  projecting. 
This  was  apparently  the  source  of  the  hajmatocele.  The 
right  tube  was  stretched  out  on  the  surface  of  the  cyst  and 
was  normal.  The  right  ovary  was  also  normal.  The  left 
ovary  was  not  seen.  The  dilatation  of  the  left  tube  com- 
menced f  inch  from  the  divided  uterine  end. 

The  diseased  parts  were  removed,  along  with  the  right 
tube  and  ovary.  No  trace  of  ovum  could  be  found.  The 
patient  made  a  good  recovery.  She  reported  herself  two 
years  after  the  operation.  She  was  then  stout  and  well, 
and  was  menstruating  regularly. 

Reviarks. — The  clinical  history  here  was  exceedingly  sug- 
gestive of  tubal  gestation,  and  I  have  no  doubt  that  is  what 
it  was.  Two  periods  having  been  missed,  the  patient  had  a 
sudden  and  severe  attack  of  abdominal  pain,  recurring  on 
more  than  one  occasion,  and  followed  two  days  later  by 
slight  haemorrhage  which  persisted.  There  had  been  a  com- 
paratively long  interval  since  the  last  normal  pregnancy, 
and  there  was  no  disease  of  the  tube  to  otherwise  account 
for  the  haemorrhage.  Two  points  in  the  case  call  for  a 
word  of  comment.  Eighteen  months  previously  there  had 
been  a  similar,  but  less  severe,  attack  of  abdominal  pain,  fol- 
lowed, as  in  the  present  illness,  by  a  hemorrhagic  discharge. 
On  that  occasion,  menstruation  was  a  fortnight  overdue. 
It  appears  to  me  highly  probable  that  the  symptoms  at  that 
time  were  also  due  to  tubal  gestation,  but  at  a  much  earlier 
stage.  That  no  appearances  which  could  be  connected  with 
such  an  occurrence  were  seen  during  the  operation,  would 
be  accounted  for  by  supposing  that  the  whole  contents  of 
the  tube,  both  ovum  and  clot,  were  discharged  into  the 
peritoneal  cavity  and  eventually  absorbed.  The  other  point 
of  interest  is  how  to  account  for  the  ruptured  blood-cyst 
of  the  broad  ligament  on  the  right  side  of  the  pelvis. 
Had  it  any  connection  with  the  supposed  tubal  gestation 
on  the  left  side  ?  The  only  explanation  I  can  offer  is 
the  one  I  suggested  at  the  Obstetrical  Society,  viz.  "  that 
one  of  the  veins  of  the  right  broad  ligament,  sharing 
the  general   enlargement  of   the  pelvic  veins  due    to  preg- 
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nancy,  had  ruptured  into  an  already  existing  broad  ligament 
cyst." 

Case  3  (abstract).^ — E.  J.  S — ,  set.  25,  admitted  December 
ISth,  1890.  Family  history  of  phthisis.  Married  at  eighteen. 
Two  children  at  seven  months  ;  two  miscarriages  at  fifth 
month,  the  last  one  two  years  ago.  After  last  miscarriage 
was  in  bed  a  fortnight,  then  got  up,  but  had  to  return  to 
bed  on  account  of  abdominal  pain  and  sickness.  Ever  since 
has  had  a  thick  yellow  vaginal  discharge,  and  has  frequently 
had  to  keep  her  bed  on  account  of  abdominal  pain.  Has 
lost  flesh  and  appetite.  Her  husband,  a  sailor,  was  in 
Clayton  Ward  in  August,  1890,  on  account  of  a  severe 
urethral  stricture. 

Patient  was  admitted  to  Adelaide  Ward  August  11th, 
1890,  on  account  of  abdominal  pain  and  weakness.  She 
was  examined  under  ether  on  August  19th.  The  uterus 
was  anteflexed  and  fairly  moveable.  The  left  tube  felt 
tender,  distinctly  enlarged,  and  firm.  Condition  on  right 
side  less  clearly  defined,  but  high  up  can  be  felt  an  irregular 
body.  A  few  days  later  patient  had  greatly  improved  in 
health,  and  the  ovaries  and  tubes  were  felt  of  nearly  normal 
dimensions,  the  appendages  on  left  a  little  larger  than  those 
on  right.      She  was  discharged  August  30th. 

On  readmission,  in  December,  patient  stated  that  she  had 
been  laid  up  ever  since  her  discharge  until  a  week  ago,  and 
had  been  losing-  flesh  and  strencfth.  She  menstruated  a 
week  after  leaving  the  hospital,  and  not  since.  In  other 
words,  she  had  missed  three  menstrual  periods.  The 
uterus  was  low  down,  anteflexed,  and  pushed  forwards. 
Behind  and  to  the  right  was  an  even,  soft,  tender  swelling. 
The  vaginal  roof  was  depressed  by  a  soft  swelling  in 
Douglas's  pouch. 

Abdominal  section  was  performed  on  December  18th, 
both  tubes  and  both  ovaries  being  removed. 

The  right  tube  formed  a  sausage-shaped  swelling,  6| 
inches    in    circumference,    and    was    filled   with    old,    firm, 

1  Full  report  published  in  a  paper  on  "  The  Value  of  Abdominal  Section  in 
certain  Cases  of  Pelvic  Peritonitis,"  '  Trans.  Obst.  Soc.  London '  for  1892, 
Case  44. 
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partly  decolourised  clot,  closely  adherent  to  walls.  From  the 
fimbriated  end,  which  was  open,  a  quantity  of  dark,  firm  clot 
projected.  Beneath  the  mucous  lining  of  the  tube  were 
some  enlarged  veins,  filled  with  clot.  The  left  tube  was 
closed  at  its  abdominal  ostium,  but  otherwise  appeared 
normal.  Both  tubes  were  adherent  to  surrounding  parts. 
The  ovaries  were  also  adherent,  but  otherwise  normal.  A 
careful  examination  of  the  clot  was  made  for  the  remains  of 
an  ovum,  but  with  an  entirely  negative  result.  The 
patient  recovered. 

Remarhs. — It  seems  probable  that  the  old  attacks  of  sal- 
pingitis and  peritonitis  left  the  patient  with  damaged  tubes ; 
that  she  became  pregnant  shortly  after  leaving  the  hospital 
at  the  end  of  August ;  that  the  gestation  was  tubal,  that 
the  ovum  soon  became  apoplectic,  and  that  there  was  a  tubal 
abortion.  The  enlarged  and  thrombosed  veins  seen  beneath 
the  mucous  membrane  tend  to  confirm  this  view.  The  oc- 
clusion of  the  left  tube  was  evidently  due  to  peritonitic 
adhesion  around  the  fimbriated  extremity.  The  fact  of  the 
husband  having  been  under  treatment  for  stricture  of  the 
urethra  points  strongly  to  gonorrhoea  as  the  probable  cause 
of  the  original  salpingitis. 

Case  4. — E.  P — ,  set.  27,  single,  a  cook,  admitted  April 
24th,  1891.  Had  scarlet  fever  in  1886.  Eight  months 
afterwards  had  an  attack  of  severe  pain  in  the  left  side  of 
the  lower  part  of  the  abdomen.  She  has  had  several 
similar  attacks  since.  She  has  been  in  her  present  situation 
at  Weybridge  for  five  months.  During  that  time  she  has 
felt  very  unwell  and  suffered  much  from  headache,  but  there 
is  no  history  of  a  period  having  been  missed.  Six  weeks 
ago  she  had  an  attack  of  severe  pain  in  the  left  iliac  region 
lasting  an  hour  and  a  half.  Four  days  later  the  pain  re- 
turned, and  continued  to  do  so  every  day  until  three  weeks 
ago,  when  it  became  so  severe  she  had  to  see  a  doctor,  and 
she  has  been  in  bed  ever  since.  On  April  7th,  and  again 
on  April  15th,  she  vomited  continuously  for  several  hours. 
Her  period  was  due  on  April  12th,  but  the  discharge  did 
not  come  in  the  usual  quantity,  and  she  has  been  losing  blood 
ever  since  in  an  irregular  way.      She  admits  having  been 
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exposed  to  the  risk  of  pregnane}-  on  several  occasions 
during  the  twelve  months  before  she  took  her  present  situa- 
tion, but  not  during  the  last  six  months. 

She  was  admitted  to  Charity  Ward  on  April  17th.  There 
was  then  discovered  great  tenderness,  with  sense  of  resis- 
tance, in  the  left  iliac  region.  Temperature  normal,  pulse  90. 
Urine  showed  a  trace  of  albumen.  On  April  21st  I  exa- 
mined her  vaginally,  and  made  the  following  note  : — Tense 
oblong  swelling  to  left  of  uterus,  high  above  vaginal  roof,  in 
posterior  quarter  of  pelvis.  Uterus  displaced  to  right ; 
fundus  2  inches  to  right  of  middle  line  ;  canal  of  normal 
length.  My  diagnosis  was  distension  of  left  tube;  contents 
probably  purulent.      The  patient  was  transferred  to  my  care. 

On  April  30th  the  abdomen  was  opened.  There  was  a 
small  quantity  of  dark  fluid  blood  with  some  fragments  of 
old  clot,  and  shreds  of  lymph,  in  the  peritoneal  cavity. 
The  uterus  was  pushed  forwards  and  to  the  right  by  a  firm 
tense  swelling  in  the  left  posterior  quarter  of  the  pelvis. 
This  was  separated  from  its  adhesions  and  was  found  to 
consist  of  the  left  tube  uniformly  distended  with  firm  blood- 
clot,  the  dark  colour  of  which  could  be  seen  shining  through 
the  thin  wall  of  the  tube.  The  portion  of  tube  removed 
measured  3^  inches  in  length,  H  inch  in  breadth,  and  5i 
inches  in  circumference.  From  the  fimbriated  end,  the 
opening  of  which  was  large  enough  to  admit  a  goose-quill, 
some  ragged  portions  of  firm,  dark  clot  were  seen  protruding. 
On  longitudinal  section  there  was  observed  in  the  midst  of 
the  firm  clot  a  small  angular  cavity  or  fissure  with  some 
membranous  shreds  (see  coloured  plate) .  Mr.  Bland  Sutton 
saw  the  specimen,  and  considered  there  was  no  doubt  as  to 
these  shreds  being  the  products  of  conception.  They  have, 
however,  been  several  times  submitted  to  a  microscopic 
examination  by  Mr.  Shattock,  with  negative  results. 

The  right  ovary  and  tube  w'ere  normal.  The  left  ovary 
was  not  seen. 

The  patient  made  an  uninterrupted  recovery,  and  was  dis- 
charged well  on  June  3rd. 

The  specimen  is  now  in  the  Hospital  Museum.  See 
Plate  11. 

Remarks. — The  clinical  history  in  this  case  is  not  conclu- 
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sive,  but  it  affords  strong  presumptive  evidence  of  tubal 
gestation  having  occurred  some  months  previous  to  her 
admission.  If  that  was  the  case,  the  ovum  must  have 
become  apoplectic  at  an  early  stage,  before  the  fimbriated 
end  of  the  tube  had  time  to  close.  The  acute  symptoms 
immediately  preceding  admission  were  evidently  due  to 
localised  peritonitis  around  the  distended  tube,  and  probably 
also  to  the  occurrence  of  some  fresh  hgemorrhage.  The  clot 
was  not  of  recent  date  and  this  circumstance  tends  to 
support  the  above  explanation  of  the  phenomena.  At  the 
same  time  it  must  be  admitted  that  the  failure  to  detect  any 
microscopic  proof  of  the  presence  of  chorionic  villi  or  other 
products  of  conception  leaves  the  origin  of  the  haemorrhage 
to  a  certain  extent  doubtful. 

Case  5. — A.  B — ,  set.  29,  married,  a  tailoress,  admitted 
June  24th,  1891.  Has  had  two  children,  the  last  one  seven 
and  a  half  years  ago.  She  suckled  the  younger  child  for 
eighteen  months,  and,  on  the  day  she  weaned  him,  had  a 
severe  haemorrhage,  and  continued  to  lose  blood  for  a  month. 
There  had  been  no  menstruation  whilst  she  was  nursing. 
After  the  loss  just  described  she  menstruated  regularly 
until  April,  1891.  During  the  period  that  occurred  in  that 
month  she  began  to  suffer  from  pain  of  a  dull  aching 
character  in  the  lower  part  of  the  abdomen,  which  gradually 
became  more  severe.  She  missed  her  period  in  May,  and 
since  that  time  the  pain  has  become  so  severe  as  to  compel 
her  to  take  long  intervals  of  rest  during  the  day,  interfering 
seriously  with  her  work.  On  June  10th  she  menstruated  at 
the  usual  time,  and  in  the  usual  manner,  except  that  there 
were  clots  in  the  discharge.  Since  that  time  there  has  been 
a  blood-stained  discharge,  increased  by  exertion.  The  pain 
in  the  lower  part  of  the  abdomen  has  become  more  general 
and  continuous.  It  has  been  most  marked  in  the  iliac  and 
hypogastric  regions,  which  have  been  tender.  For  two 
days  in  the  week  before  admission  she  was  obliged  to  re- 
main in  bed  owing  to  the  pain  and  general  feeling  of 
illness. 

On  admission,  patient  was  well  nourished  but  anaemic. 
The  uterus  was  displaced  forwards  by  a  large  mass  occupy- 
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ing  Douglas's  pouch  and  extending  to  the  right  side  of  the 
pelvis.  The  mass  was  elastic  and  fluctuating,  and  equal  in 
size  to  a  large  orange.  A  finger  could  be  passed  between 
it  and  the  pelvic  wall  on  the  left  side.  The  uterus  was 
moveable  and  of  normal  length.  A  rounded  body  was  felt 
lying  above  the  body  of  the  uterus.  This  was  thought  to 
be  a  displaced  and  distended  tube. 

The  diagnosis  was  early  tubal  gestation  with  apoplectic 
ovum  and  hasmatocele. 

On  July  2nd  the  abdomen  was  opened.  The  omentum 
was  deeply  stained  with  dark  blood.  A  distended  Fallopian 
tube  could  be  felt  and  seen  above,  behind,  and  to  the  left  of 
the  fundus  uteri.  The  wall  of  the  tube  was  thin  and  tense, 
and  the  dark  clot  distending  it  gave  it  a  deep  bluish-black 
colour.  The  long  axis  of  the  distended  portion  of  the  tube 
was  directed  antero-posteriorly,  the  fimbriated  end  being 
deeply  situated  at  the  back  of  the  pelvis.  Some  dark  blood 
welled  up  during  the  preliminary  investigation.  The  tube 
was  found  to  be  connected  with  the  right  cornu  of  the  uterus, 
and  to  have  become  displaced  above,  behind,  and  to  the  left 
of  the  uterine  body.  On  separating  it  a  cavity  was  opened 
containing  a  small  handful  of  soft  dark  clot  with  fragments 
of  decolorised  clot.  The  tube  was  removed  along  with  the 
adjacent  (normal)  ovary.    The  left  appendages  were  normal. 

The  patient  made  a  good  recovery,  and  was  quite  well 
four  months  afterwards,  when  she  attended  to  report  her- 
self. 

The  portion  of  tube  removed  included  half  an  inch  of 
normal  tube  at  the  uterine  end,  and  an  outer  distended 
portion  3  inches  x  2  inches,  and  5j  inches  in  circumfer- 
ence. Its  distal  end  was  open,  and  the  fimbriae  were  distinct. 
Its  wall  was  thin  and  tense  ;  a  considerable  part  of  its  outer 
surface  was  roughened  from  the  attachment  to  it  of  firm 
clot,  deposited  from  the  hematocele  (see  Plate  III,  fig.  1). 

The  firm  clot  within  the  distended  tube,  and  the  contents 
of  the  haematocele,  were  carefully  examined,  but  no  products 
of  conception  were  discovered.  The  specimen  is  now  in 
the  Hospital  Museum. 

Remarhs. — Supposing  this  to  have  been  a  case  of  tubal 
gestation,  of  which  the  clinical  history  leaves  little  doubt, 
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the  ovum  must  have  become  apoplectic,  and  the  vitality  of 
the  embryo  destroyed  during  some  part  of  the  second  month, 
when  only  one  menstrual  period  had  been  missed,  and  before 
the  abdominal  ostium  had  had  time  to  become  closed.  It 
was  most  disappointing  not  to  find  pathological  proof  of  the 
correctness  of  the  diagnosis,  but  it  seems  evident  from  the 
series  of  cases  here  recorded  that  such  proof  is  frequently 
unobtainable.  The  re-establishment  of  menstruation  after 
death  of  the  ovum  is  very  interesting. 

Case  6. — M.  H — ,  set.  27,  an  ironer,  admitted  October  13th, 
1891.  Married  six  years  ago.  One  child  ten  months  after 
marriage  ;  labour  tedious,  attended  with  severe  haemorrhage. 
Menstruation  re-established  three  months  subsequently.  A 
year  later  suffered  from  a  yellow  discharge  and  pain  on 
micturition.  Three  years  ago  was  in  the  Croydon  Hospital 
for  three  months  on  account  of  pain  in  the  loin  and  hasmor- 
rhage.  Since  then  has  been  in  excellent  health  until  her 
present  illness. 

Four  weeks  ago,  a  menstrual  period  being  then  a  fortnight 
overdue,  patient  began  to  have  a  blood-stained  discharge 
with  some  clots,  and  about  half  an  hour  later  was  seized 
with  violent  pain  in  the  right  iliac  region  accompanied  with 
vomiting.  In  a  short  time  she  felt  sufficiently  well  to  re- 
sume her  work.  At  six  o'clock  the  following  morning  she 
was  again  seized  with  pain  whilst  dressing,  and  had  to  be 
assisted  into  bed.  The  pain  lasted  severely  for  four  or  five 
hours,  and  was  again  accompanied  with  vomiting.  Two  days 
later  she  states  that  she  passed  a  piece  of  skin.  From  that 
time  there  have  been  continuous  pain  and  tenderness  in  the 
lower  part  of  the  abdomen,  with  occasional  exacerbations 
and  vomiting.  There  has  been  slight  haemorrhage  all  the 
time. 

On  admission,  patient  had  the  appearance  of  a  well- 
nourished,  healthy  woman.  There  was  no  anaemia.  The 
abdomen  was  somewhat  distended  by  a  doubtfully  fluctu- 
ating tumour,  reaching  from  pubes  to  level  of  umbilicus 
(6f  inches),  with  a  rounded  upper  margin  and  considerable 
irregularity  of  outline  on  the  left  side.  There  was  reson- 
ance over  the  whole  swelling.      On  vaginal  examination,  the 
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tumour  was  found  to  fill  the  pelvis,  depressing  tlie  vaginal 
vault,  especially  on  the  right  side.  The  cervix  was  directed 
forwards  and  to  the  right ;  the  sound  passed  2|  inches  in  a 
direction  slightly  backwards  and  to  the  left.  The  uterus 
seemed  to  be  merged  into  the  tumour.  The  bladder-sound 
showed  the  bladder  to  be  lying  in  the  middle  line,  the  point 
of  the  sound  being  felt  2  inches  above  the  pubes. 

The  patient  was  kept  in  bed  for  six  weeks,  and  the  size 
of  the  swelling  carefully  noted  from  time  to  time.  She  had 
no  pain  all  this  time  ;  the  temp.  100"4°  on  the  day  of  admis- 
sion, afterwards  ranged  between  98*6°  and  996°.  The  dia- 
gnosis was  hasmatoma  of  the  right  broad  ligament.  The 
tumour,  in  spite  of  occasional  variations  in  size,  not  having 
appreciably  diminished  in  the  six  weeks  to  more  than  a  very 
slight  extent,  it  was  decided  to  make  an  exploratory  incision, 
in  case  the  swelling  might  possibly  after  all  prove  to  be 
a  cyst. 

The  abdomen  was  opened  on  November  23rd.  A  large, 
tense  swelling  was  found  to  occupy  the  greater  part  of  the 
pelvis.  It  was  entirely  covered  in  front  by  coils  of  adhe- 
rent intestine.  These  were  carefully  separated  and  drawn 
upwards,  exposing  the  surface  of  the  swelling,  which  was 
dark  red  in  colour.  During  the  separation  a  hole  was  torn 
in  the  anterior  surface  of  the  wall  of  the  swelling,  a  little  to 
the  left  of  the  middle  line,  through  which  the  finger  could 
be  passed.  The  contents  of  the  cyst  were  felt  to  be  soft 
and  irregular,  like  old  blood-clot,  and  on  withdrawing  the 
finger  it  was  found  stained  with  altered  blood.  The  tumour 
extended  deeply  down  on  the  right  side  to  the  floor  of  the 
pelvis,  where  its  size  was  so  great  as  completely  to  fill  the 
right  half  of  the  pelvis  and  depress  its  floor.  The  uterus 
lay  deeply  behind  to  the  extreme  left,  bound  down  by  adhe- 
sions. The  swelling  extended  quite  up  to  its  left  anterior 
border.  It  was  found  possible  to  separate  the  swelling  from 
its  upper,  lower,  and  lateral  surfaces,  but  posteriorly  it 
appeared  continuous  with  the  peritoneum,  covering  the  pelvic 
floor  and  walls. 

The  position  of  the  bladder  having  been  ascertained  by 
introducing  the  bladder-sound,  the  incision  was  extended 
downwards,    and,   it   being  now    evident    that   the   tumour 
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could  not  bo  entirely  removed,  an  opening  was  made  trans- 
versely in  its  anterior  wall,  and  a  large  quantity  of  blood- 
clot,  of  varying  age  and  appearance,  removed  by  the  hand. 
The  upper  portion  of  the  tumour  having  been  thus  emptied, 
it  was  found  that  the  upper  and  lower  portions  communi- 
cated with  each  other  by  an  aperture  large  enough  to  admit 
two  fingers.  Through  this  aperture  the  lower  part  of  the 
tumour  was  emptied  of  a  quantity  of  clot  which  was  adher- 
ent to  the  wall  of  the  cavity.  The  walls  of  the  two  portions 
were  of  different  colour  and  consistence,  that  of  the  lower 
(the  broad  ligament)  being  thicker  and  less  dark.  The  clot 
was  quite  free  from  odour.  The  quantity  measured  was 
10  fl.  oz.,  but  some  was  lost,  and  a  little  unavoidably  escaped 
into  the  peritoneal  cavity.  An  attempt  was  made  to  secure 
the  edge  of  the  opening  in  the  sac  by  pressure- forceps  with 
a  view  to  tying  it  to  the  edges  of  the  abdominal  incision, 
but  the  tissue  was  too  friable.  A  portion  of  the  upper  cyst 
(right  tube)  was  therefore  drawn  out  of  the  wound  ;  and, 
when  no  more  would  come,  the  portion  already  outside  was 
cut  off,  and  the  edge  of  what  remained  secured  to  the  edges 
of  the  lower  part  of  the  abdominal  incision  by  means  of  silk 
sutures,  two  on  each  side,  one  above  and  one  below  ;  the 
last-named  passing  through  the  anterior  margin  of  the  aper- 
ture of  communication  with  the  lower  swelling.  No  toilet 
of  the  peritoneum  was  attempted,  the  operation  having 
already  been  prolonged,  and  the  patient's  condition  render- 
ing it  advisable  to  finish  it  as  quickly  as  possible.  An  india- 
rubber  drainage-tube  was  passed  within  the  lower  sac,  and 
a  glass  drainage-tube  was  passed  into  the  peritoneal  cavity, 
entering  above  the  sutured  sac-mouth,  and  passing  down  to 
the  floor  of  the  left  side  of  the  pelvis  past  the  right  border  of 
the  displaced  uterus.  The  upper  part  of  the  abdominal  wound 
was  then  closed  by  sutures  of  silk-worm  gut,  the  usual  dry 
dressings  applied,  and  the  patient  removed. 

The  clot  removed  was  carefully  examined  by  Mr.  Shattock 
for  remains  of  an  ovum,  but  with  a  negative  result.  The 
sac  wall  removed  was  thought  at  first  to  be  chiefly  muscular, 
and  the  idea  of  haemorrhage  into  one  horn  of  a  bicorned 
uterus  suggested  itself.  But  on  microscopical  examination 
it  was  found  to  owe  its  thickness  chiefly  to  inflammatory 
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exudation,  the  appearances  being  those  of  connective  tissue. 
It  seemed  evident,  therefore,  that  the  sac-wall  was  not  a 
part  of  the  uterus,  but  most  probably  was  part  of  a  distended 
tube. 

For  the  first  hour  and  a  half  the  patient's  pulse  was  rapid 
and  of  good  volume  ;  it  then  became  slow  and  weak,  and  the 
patient  herself  became  very  pale. 

The  glass  tube  was  removed  in  forty-four  hours,  and  the 
stitch  tied.  The  india-rubber  tube  inside  the  sac  was  left 
undisturbed.  On  November  26th  (fourth  day)  the  stitches 
binding  the  mouth  of  the  sac  to  the  abdominal  incision  were 
removed ;  the  discharge  was  slightly  offensive.  On  December 
1st  some  small  sloughs  came  away.  On  the  9th  the  dis- 
charge consisted  of  thick  pus,  and  had  ceased  to  be  offen- 
sive. The  temperature  remained  high  up  to  the  18th  Janu- 
ary, after  which  it  did  not  reach  100°  F.  From  that  date 
the  patient  rapidly  improved,  gaining  flesh  and  colour,  and 
on  February  13th  she  left  the  hospital.  There  was  no 
hardness  or  exudation  remaining  in  the  pelvis,  but  there 
was  still  a  small  sinus  at  the  lower  angle  of  the  wound, 
which  eventually  closed. 

EemarJcs. — There  can  belittle  doubt  from  the  clinical  history 
that  this  was  a  case  of  tubal  gestation,  in  Avhich  apoplexy 
of  the  ovum  occurred,  with  rupture  of  the  tube,  and  escape 
of  blood  between  the  layers  of  the  broad  ligament.  Had 
the  true  condition  of  things  been  known,  probably  the 
wiser  course  would  have  been  to  leave  the  case  to  nature. 

Case  7.— K.  A—,  eet.  34,  admitted  May  14th,  1892. 
Menstruation  regular  from  age  of  16  until  after  her  first 
marriage  in  1877.  Her  first  child  was  born  in  February, 
1878.  In  the  fourth  month  of  her  pregnancy  she  had 
severe  pain  in  the  left  side  of  the  abdomen,  with  much  sick- 
ness and  vomiting,  and  was  in  bed  for  six  weeks.  The 
labour  was  protracted  and  terminated  instrumentally.  Hae- 
morrhage followed,  and  she  was  pale  and  weak  for  some  time. 
She  nursed  her  child  for  twelve  months,  menstruation  being 
re-established  four  months  later.  After  one  normal  period 
she  became  pregnant  for  the  second  time,  and  about  the 
third  or  fourth  month   was  again  confined  to  bed  for  some 
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weeks  with  an  attack  similar  to  the  one  she  had  during 
her  first  pregnancy.  She  was  delivered  prematurely  in 
January,  1880,  at  about  the  seventh  month,  labour  being 
apparently  induced  by  a  fall.  She  again  became  pregnant 
in  October,  1882,  and  between  the  third  and  fourth  month 
was  attacked  with  severe  pain,  as  on  the  two  former  occa- 
sions, and  was  confined  to  bed  for  five  or  six  weeks. 
Deliver}"  took  place  in  June,  1883,  after  a  protracted  labour, 
terminated  by  the  use  of  instruments.  Haemorrhage  occurred 
both  before  and  after  labour,  and  patient  was  very  weak  and 
ill  for  four  months.  Her  husband  was  drowned  at  the  end 
of  1884.  During  her  widowhood  her  health  was  good.  She 
married  again  in  September,  1890,  and  continued  to  men- 
struate regularly  until  January,  1891,  when  she  fell  and 
injured  her  elbow.  From  that  time  menstruation  has  been 
irregular,  the  intervals  being  sometimes  five  or  even  eight 
weeks,  the  flow  scanty  and  often  only  lasting  a  single  day. 

Her  last  menstrual  period  ceased  November  15th,  1891. 
On  February  3rd,  1892,  after  feeling  unwell  for  three  or 
four  days,  she  had  a  sharp  and  sudden  attack  of  haemor- 
rhage, and  there  has  been  irregular  haemorrhage  from  that 
time  up  to  her  admission,  that  is,  for  three  months.  The 
blood  has  sometimes  been  red,  sometimes  dark  brown.  For 
about  eight  weeks  she  remained  entirely  in  bed.  She  then, 
for  a  week  or  two,  sat  up  in  a  chair  part  of  a  day,  but  was 
unable  to  sit  for  more  than  three  or  four  hours  at  a  time. 
After  that  she  remained  in  bed  altogether.  At  no  time 
during  the  three  months  has  she  been  able  to  take  any  part 
in  the  work  of  the  house.  Pains  like  those  of  labour  came 
on  at  irregular  intervals,  followed  by  an  increased  discharge 
of  blood  and  subsequent  relief.  Between  these  attacks  she 
was  free  from  pain.  No  membrane  or  other  solid  substance 
has  been  observed  in  the  discharges.  On  May  11th,  after 
being  free  from  pain  for  a  fortnight,  she  had  a  more  severe 
attack  than  usual.  She  attended  a  public  dispensary,  where 
some  attempts  were  made  to  reduce  what  was  thought  to  be 
a  retro  verted  gravid  uterus.  Dr.  Wheaton  subsequently 
saw  her,  doubted  the  correctness  of  the  diagnosis,  and  sent 
her  into  the  hospital. 

She  is  a  fairly  well-nourished  woman,  with  dark  complexion. 
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Her  temperature  on  admission  was  99°.  Nothing  abnormal 
could  be  detected  on  examining  tbe  abdomen.  A  vaginal 
examination  was  made  under  ansestbesia.  The  uterus  was 
of  normal  length  and  somewhat  retroverted.  In  Douglas's 
pouch,  adherent  to  and  moving  with  the  cervix,  was  a 
swelling  of  the  breadth  of  two  fingers,  lying  obliquely,  with 
its  npper  and  outer  extremity  directed  to  the  right.  The 
swelling  was  soft,  even,  and  elastic,  and  bulged  the  upper 
part  of  the  posterior  vaginal  wall  forwards.  An  impulse 
was  conveyed  from  the  fundus  uteri  to  the  cervix,  but  not 
to  the  swelling  behind  it.  The  right  uterine  appendages 
could  not  be  felt  in  their  normal  situation.  The  left  could 
be  distinctly  mapped  out  and  were  normal. 

The  swelling  was  diagnosed  as  the  right  tube  distended 
with  blood,  and  adherent  in  Douglas's  pouch,  and  the  case 
was  thought  to  be  one  of  tubal  gestation  with  apoplectic  ovum. 

Three  days  after  admission  the  pain  ceased  and  the 
haemorrhage  diminished. 

The  abdomen  was  opened  on  May  26th.  A  smooth, 
oblong,  soft  swelling,  surrounded  by  recent  adhesions,  and 
about  equal  in  size  to  a  pigeon's  egg,  was  found  in  Douglas's 
pouch.  On  being  separated  and  brought  to  the  surface,  it 
proved  to  be  a  distended  portion  of  the  right  Fallopian  tube, 
close  to,  but  not  actually  involving,  the  fimbriated  extremity, 
which  was  sufficiently  patulous  to  admit  a  probe.  The 
swelling  was  of  a  dirty  yellowish-brown  colour,  and  evidently 
contained  altered  blood-clot.  The  isthmus  of  the  tube  was 
of  normal  calibre,  and  on  section  was  seen  to  contain  a  small 
quantity  of  brown  material  (altered  blood)  in  its  lumen. 
The  tube  was  divided  and  removed.  The  ovary  being 
normal,  was  separated  from  its  adhesions,  but  not  removed. 
There  was  no  free  blood  in  the  pelvic  cavity. 

The  patient  made  an  uninterrupted  recovery,  and  was 
discharged  well  on  June  25th. 

The  specimen  was  exhibited,  unopened,  at  the  meeting  of 
the  Obstetrical  Society,  held  June  1st,  1892,^  and  a  com- 
mittee, consisting  of  Dr.  W.  Duncan,  Mr.  Doran,  Mr.  Bland 
Sutton,  and  myself,  was  appointed  to  examine  and  report 
upon  it.  The  following  is  a  copy  of  the  report  submitted 
1  See  '  Trans.  Obst.  Soc.  Lond.,'  vol.  xxxiv,  for  1892,  p.  182. 
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to  tlie  Society  : — "  The  specimen  consists  of  the  greater 
part  of  the  right  Fallopian  tube,  7  cm.  in  length.  Imme- 
diately above  the  abdominal  end  is  an  oval  swelling  of 
the  size  of  a  pigeon's  egg,  which  projects  freely  outwards. 
The  ostium  is  patulous  and  surrounded  by  fimbri<«,  which 
are  somewhat  cedematous.  The  canal  of  the  tube  is  not 
only  pervious  but  dilated,  so  as  to  measure  0*5  cm.  at  its 
narrowest  part.  On  section,  the  oval  swelling  is  found  to 
be  a  cyst  filled  with  apparently  homogeneous  clot.  On 
clearing  out  the  clot,  which  is  partly  adherent,  the  wall  of 
the  cyst  appears  simple,  without  any  evidence  of  former 
loculi.  No  communication  with  the  canal  of  the  tube  can 
be  detected.  There  is  a  ragged  hole  immediately  above  the 
fimbriae,  apparently  artificial. 

'^  On  microscopical  examination  of  the  clot  no  chorionic 
villi  could  be  detected.  The  clot  was  intimately  adherent  to 
the  wall  of  the  cyst,  and  the  epithelial  investment  of  the 
mucous  membrane  did  not  exist." 

Remarks. — This  was  in  many  respects  a  remarkable  and 
obscure  case.  The  clinical  history  led  me  to  feel  pretty 
certain  that  I  should  find  distinct  evidence  of  tubal  gestation 
with  apoplectic  ovum.  But  although  there  can  be  practically 
little  doubt  that  the  case  was  one  of  tubal  gestation,  no 
pathological  evidence  to  that  effect  was  forthcoming.  The 
effusion  of  blood  was  apparently  homogeneous,  and  was 
contained  in  an  expanded  portion  of  the  tube,  which,  like 
the  sacculus  in  Case  2  of  the  first  group  (see  Plate  I), 
had  been  formed  at  the  expense,  not  of  the  whole  circum- 
ference of  the  tube,  but  of  a  limited  portion  of  the  tube-wall 
on  its  upper  side  only.  This  pouch-like  dilatation  had,  in  a 
manner  that  at  present  seems  quite  inexplicable,  apparently 
become  shut  off  from  the  rest  of  the  tube,  no  aperture  of 
communication  being  discoverable.  An  excellent  water- 
colour  drawing  of  the  appearances  presented  by  the  speci- 
men on  section  has  been  made  for  me  by  Mr.  Holding. 

Case  8.— E.  P— ,  aet.  26,  admitted  August  8th,  1892. 
Was  married  at  seventeen,  and  has  had  three  children, 
eight,  six,  and  four  years  ago  respectively.  The  labours 
and  puerperia  were  normal.      In  June,    1891,    she    missed 
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two  periods,  suffered  from  morning  sickness,  and  believed 
herself  to  be  pregnant.  Menstruation  returned,  however, 
apparently  in  consequence  of  a  fright,  without  any  excessive 
loss  or  passage  of  clots.  After  that  she  continued  to 
menstruate  regulai-ly  until  the  first  week  of  June,  1892, 
when  her  last  normal  period  occurred,  lasting  three  days. 
She  should  again  have  been  unwell  on  the  1st  of  July,  but 
no  discharge  took  place.  On  the  evening  of  the  12th  of 
July,  whilst  sitting  in  her  kitchen,  she  was  suddenly  seized 
with  severe  pain  in  the  right  iliac  region,  which  lasted  from 
an  hour  and  a  half  to  two  hours.  She  then  went  to  bed, 
and  though  there  was  a  feeling  of  uneasiness  in  the  lower 
part  of  the  abdomen,  she  was  free  from  severe  pain,  and  able 
to  go  about  her  work  until  the  morning  of  the  15th,  when 
she  was  seized  whilst  in  bed  with  a  severe  pain  that  lasted 
about  two  hours.  She  remained  in  bed  the  greater  part  of 
that  day.  On  the  following  day,  July  16th,  she  noticed  a 
discharge  of  blood  from  the  vagina,  which  has  continued 
more  or  less  ever  since.  She  has  never  from  that  time 
been  absolutely  free  from  abdominal  pain.  On  the  night  of 
July  30th,  and  again  on  the  night  of  August  1st,  the  pain 
was  for  a  short  time  severe.  She  has  passed  no  clots. 
The  character  of  the  discharge  is  said  to  have  varied,  being 
sometimes  dark  red  and  sometimes  watery. 

On  admission,  patient  is  a  pale,  dark-haired,  stout, 
healthy-looking  woman,  Avith  a  temperature  of  100°.  The 
lower  part  of  the  abdomen  is  tender  and  somewhat  full.  On 
examination  per  vaginam,  the  whole  uterus  is  found  pushed 
forwards  so  as  to  lie  close  up  against  the  pubes  and  anterior 
abdominal  wall.  The  fundus  can  be  felt  two  inches  above 
the  symphysis.  The  canal  is  straight  and  a  little  above  the 
normal  length.  Behind  the  uterus,  and  occupying  the  right 
side  of  the  pelvis,  is  a  soft,  fluctuating,  ill-defined  swelling, 
causing  a  depression  of  the  vaginal  roof,  and  rising  into  the 
abdomen  to  a  line  one  inch  above  the  fundus  uteri,  and  on 
a  plane  posterior  to  it.  In  the  midst  of  the  lateral  part  of 
the  swelling  can  be  felt  a  rounded  tense  body,  firmer  than 
the  rest  of  the  mass. 

The  diagnosis  was  distension  of  right  Fallopian  tube  and 
haematocele,  due  to  tubal  gestation  with  apoplexy  of  the  ovum. 
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The  abdomen  was  opened  on  August  10th.  There  was 
some  dark  fluid  blood  free  in  the  peritoneal  cavity.  The 
pelvis  was  filled  with  a  large  soft  swelling,  covered  in  by- 
adherent  omentum.  In  front,  and  to  the  right  of  this 
swelling,  was  a  tense,  soft,  oblong  tumour,  with  the  uterus 
below  and  to  the  front  of  it.  On  separating  some  of  the 
omental  adhesions,  a  quantity,  estimated  at  about  12  fl.  oz., 
of  dark  fluid  blood  welled  up,  and  about  2  fl.  oz.  of  soft 
clot  were  exposed  and  scooped  out  by  the  fingers.  The 
tumour,  recognised  as  the  distended  right  tube,  was  now 
separated  from  its  adhesions  to  the  uterus  and  broad 
ligament,  brought  into  view,  and  removed  along  with  the 
ovary,  which,  except  that  it  was  involved  in  the  adhesions, 
and  covered  with  a  deposit  of  firm  clot,  was  normal.  The 
left  appendages  were  separated  from  their  adhesions  and 
found  to  be  normal.  Two  pieces  of  omentum,  infiltrated 
with  blood-clot,  were  tied  and  removed. 

The  patient  made  an  uninterrupted  recovery,  and  left  the 
hospital  well  on  September  7th.  An  endeavour  has  since 
been  made  to  trace  her,  but  without  success.  She  had 
removed  from  her  former  address. 

The  portion  of  tube  removed  measured  4^  inches  in 
length,  5  inches  in  circumference,  ^  inch  in  diameter  at  its 
uterine  end,  1^  inch  at  its  distal  end,  and  If  inch  at  its 
widest  part.  It  was  tensely  distended  with  blood-clot ;  its 
walls  were  thin  and  of  a  bluish-black  colour  ;  its  distal  end 
was  sufficiently  patulous  to  admit  the  little  finger.  The 
under  surface  of  the  tube  was  raofsfed  and  covered  with 
recent  blood-clot. 

No  organised  tissue  could  be  detected  amongst  the 
contents  of  the  hsematocele.  The  tube  was  set  aside  to  be 
hardened  before  being  opened.  On  February  21st,  1893, 
Mr.  Shattock,  in  my  presence,  made  a  longitudinal  section. 
The  clot  was  firm  and  homogeneous,  without  appearance  of 
lamination.  The  tube  wall  was  very  thin.  The  clot  was 
shelled  out  from  one  half  of  the  divided  tube,  and  was 
carefully  examined  with  the  unaided  eye  in  the  transverse 
sections.  No  trace  of  ovum  or  other  organised  structure 
was  detected. 
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Case  9.— S.  S— ,  get.  28,  admitted  September  3rd,  1892. 
Married  at  fifteen  ;  five  cliildren,  the  last  born  two  years  ago. 
She  suckled  her  last  child  eighteen  months,  menstruation 
having  been  re-established  at  the  end  of  fifteen  months. 
After  menstruating  twice,  she  became  pregnant.  Abortion 
took  place  at  the  third  month  in  December,  1891.  She  was 
confined  to  bed  for  a  week  with  pain  in  the  right  side  of  the 
abdomen  and  in  the  back.  At  the  end  of  a  fortnight  she 
was  quite  well.  She  menstruated  twice  normally.  About 
the  middle  of  February,  1892,  she  was  seized  with  a  sudden 
haemorrhage,  accompanied  by  paroxysmal  pain  in  the  right 
side  and  back.  The  haemorrhage  and  pain  continued,  but 
less  severely,  until  the  beginning  of  April,  when  the  pain 
became  worse  and  some  clots  were  passed.  After  that, 
there  occurred  a  yellowish  discharge,  and  the  haemorrhage 
became  slight. 

On  April  23rd,  1892,  she  was  admitted  into  Adelaide 
Ward.  The  condition  then  was  as  follows  : — She  had  been 
losing  flesh  for  several  weeks.  On  vaginal  examination, 
there  was  felt  on  the  right  side  an  irregular,  but  well- 
defined  mass,  apparently  consisting  of  the  adherent  tube 
and  ovar3^  The  tube  was  thickened,  and  passed  first 
outwards,  then  downwards,  backwards,  and  inwards.  The 
ovary'  could  be  distinguished  as  a  softer  body,  situated 
between  the  two  arms  of  the  tube,  near  the  uterus  which 
was  normal.  The  patient  was  advised  to  have  the  diseased 
tube  removed.  She  improved,  however,  so  much  in  a  few 
days  that  she  preferred  to  postpone  the  operation,  and  on 
May  2nd  she  left  the  hospital,  promising  to  return  if  the 
symptoms  recurred.  Her  highest  temperature  whilst  in  the 
hospital  was  99-6°  F. 

After  leaving  the  hospital  the  patient  had  two  normal 
periods.  She  then  ceased  menstruating  until  the  end  of 
August,  when  she  began  to  lose  considerably.  The  loss 
continued  up  to  her  admission,  and  was  accompanied  by 
paroxysmal  pain,  coming  on  about  twice  a  day,  and  lasting 
about  a  quarter  of  an  hour,  in  the  lower  part  of  the  abdo- 
men and  thighs.  On  one  or  two  occasions  she  had  an 
attack  of  sickness  and  shivering. 

On  readmission   she  is  described   as   a  thin,    sallow-com- 
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plexioned  woman.  Her  temperature  was  100°;  pulse  80. 
Urine  loaded  with  lithates,  not  albuminous.  Some  vomit- 
ing on  day  of  admission. 

The  abdomen  was  rigid  and  tender.  On  bimanual 
examination  per  vaginam  a  mass  was  felt  bulging  into  the 
posterior  fornix,  and  extending  to  a  line  three  inches  above 
the  symphysis  pubis.  To  the  right  a  firmer  swelling  could 
be  defined^  separate  from  the  main  mass.  Between  the 
mass  and  the  pubes  lay  the  uterus,  displaced  slightly 
towards  the  left,  and  of  a  little  over  the  normal  length. 

She  had  an  attack  of  severe  pain  on  September  13th,  and 
again  on  the  14th.  From  that  time  she  had  no  pain,  the 
haemorrhage  diminished,  and  the  temperature  was  normal. 

The  abdomen  was  opened  on  September  22nd  in  the 
presence  of  Drs.  Parvin,  of  Philadelphia,  Nagel,  of  Berlin, 
Mr.  Webster,  of  Merthyr  Tydvil,  and  others. 

The  contents  of  the  pelvis  were  roofed  in  by  adherent 
omentum.  This  having  been  separated  and  drawn  aside, 
the  right  side  of  the  pelvis  was  found  to  be  occupied  by  a 
smooth-walled,  more  or  less  globular  swelling,  universally 
adherent  except  on  its  anterior  surface.  It  was  separated 
from  most  of  its  attachments  without  rupture,  but  in  separ- 
ating some  coils  of  intestine  the  wall  was  torn,  and  a 
quantity  of  dark  clotted  blood  escaped.  In  the  midst  of 
the  clot,  with  which  the  right  tube  was  distended,  what 
appeared  to  be  an  open  sac,  lined  by  a  smooth  membrane, 
projected  from  the  wall  of  the  tube  into  the  interior,  near 
the  uterine  end.  On  subsequent  examination  this  open- 
mouthed  sac,  which  at  the  moment  was  thought  to  be  the 
ruptured  ovum,  proved  to  be  an  invagination  of  the  wall  of 
the  tube  itself.  The  tube  was  secured  by  ligatures  and 
removed.  The  ovary,  which  was  normal,  was  left  undis- 
turbed. 

The  coil  of  intestine  to  which  the  tube  had  been  adherent 
was  now  inspected,  and  a  ragged  |X)rtion  of  tube-wall,  about 
four  inches  in  length,  was  found  intimately  adherent  to  it. 
This  was  peeled  off  with  considerable  difficulty,  leaving  a 
raw  bleeding  surface,  a  portion  of  which  was  folded  in 
upon  itself,  and  its  margins  brought  together  by  means  of 
four  fine  silk  sutures. 
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The  left  tabe  and  ovary  were  examined  and  found 
healthy,  except  that  the  tube  was  oedematous  and  distended 
with  serum  at  its  outer  extremity  owing  to  the  occlusion  of 
the  abdominal  ostium  by  adhesion  of  the  fimbriae.  The 
distended  portion  was  punctured  and  the  fluid  evacuated. 

The  clot  removed  weighed  9  oz.  ;  no  traces  of  an  ovum 
were  discovered.  The  length  of  the  portion  of  tube 
removed  was  4^  inches  ;  its  width  1|  inch.  The  inner 
surface  of  the  tube  was  discolored  and  uneven  from  the 
presence  of  adherent  clot.  The  main  dilatation  of  the  tube 
commenced  about  one  inch  and  a  half  from  the  divided 
uterine  end.  The  projecting  open-mouthed  sac,  formed  by 
an  invagination  of  the  wall  of  the  tube,  had  an  estimated 
diameter  of  an  inch.  A  portion  of  the  invaginated  tube- 
wall  was  set  aside  to  harden  for  microscopical  examination. 

The  patient  made  a  rapid  and  uneventful  recovery,  and 
left  the  hospital  well  on  October  19th. 

Case  10. — R.  M — ,  aet.  22,  a  machinist,  admitted  November 
2nd,  1892.  Married  June,  1886 ;  three  children,  last  one 
December  25th,  1889;  no  miscarriages.  Last  menstrual 
period  began  August  28th,  1892.  Present  illness  dates  from 
September  25th,  when,  the  menstrual  period  being  a  week 
overdue,  she  had  a  sudden  and  profuse  haemorrhage  whilst  at 
her  work.  The  haemorrhage  was  accompanied  with  faintness, 
nausea,  and  bearing-down  pain  of  so  severe  a  character  that 
she  could  not  rise  from  her  chair.  After  the  worst  pain  was 
over  she  lay  down  for  half  an  hour,  and  then  resumed  her 
work,  though  still  in  great  discomfort  from  a  feeling  of 
internal  soreness  and  burning.  These  sensations  have  con- 
tinued ever  since,  along  with  slight  haemorrhage.  There  have 
been  three  exacerbations  since  the  first  attack,  each  marked 
by  pain,  vomiting,  and  increased  loss  of  blood.  The  first  of 
these  was  about  a  fortnight  after  the  onset,  the  second  was 
about  ten  days  later,  and  the  third  and  most  severe  occurred 
on  the  day  before  her  admission.  Some  clots  were  passed  on 
the  25th  September,  and  again  on  the  1st  November,  but 
nothing  like  a  solid  substance  or  membrane  has  been  noticed 
in  the  discharge. 

When  admitted,  patient  was  a  pale,  but  otherwise  healthy 
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young  woman^  well  nourished,  and  in  excellent  spirits.  Her 
appetite  was  good.     Urine  normal. 

Nothing  abnormal  was  detected  on  examination  of  the  ab- 
domen. 

A  vaginal  examination  was  made  under  anaesthesia.  The 
cervix  uteri  was  normal ;  canal  closed.  Posterior  and  right 
lateral  fornices  slightly  depressed  by  a  mass  situated  in  the 
posterior  part  of  the  pelvis^  and  extending  across  it,  being 
most  marked  on  the  right  side.  The  mass  was  about  the  size 
of  two  adult  fists,  and  was  closely  connected  with  the  cervix. 
It  was  moveable  to  a  slight  extent  between  the  hands ;  but 
neither  it  nor  the  uterus  could  be  moved  independently  the 
one  of  the  other.  Uterus  anteflexed;  canal  2i  inches  long. 
Per  rectum,  the  mass  was  found  not  to  project  into  the  bowel 
to  any  considerable  extent. 

The  upper  limit  of  the  mass  was  4  inches  above  the  pubes, 
and  2^  inches  below  the  umbilicus. 

On  November  8th,  after  some  increase  in  the  amount  of 
discharge  and  pain,  of  half  an  hour's  duration,  a  clot  was 
passed.     There  was  no  rise  of  temperature  or  vomiting. 

On  November  23rd  the  general  health  and  spirits  remained 
good  ;  the  discharge  was  slight.  The  upper  limit  of  the  mass 
reached  to  half  an  inch  below  umbilicus ;  the  vaginal  roof 
was  not  now  appreciably  depressed.  The  mass  was  nearer 
the  abdominal  wall  on  the  right  side  than  on  the  left.  The 
patient  has  been  in  bed  and  on  full  diet  since  admission. 
Her  highest  temperature  has  been  99*4°. 

On  November  28th  the  abdomen  was  opened.  A  smooth- 
walled  swelling  lay  behind  the  uterus  and  right  broad  liga- 
ment, adherent  everywhere  except  on  its  anterior  aspect. 
During  its  separation,  a  quantity  of  dark  fluid  blood  escaped, 
and  about  five  fluid  ounces  of  soft  dark  clot.  The  right  ovary 
and  tube  were  connected  with,  and  formed  part  of  the  swell- 
ing. The  ovary  was  large,  oedematous,  and  adherent,  but 
otherwise  healthy.  The  uterine  end  of  the  tube  for  a  distance 
of  an  inch  and  a  half  was  normal.  The  outer  portion,  2^ 
inches  in  length,  was  dilated  and  filled  with  blood.  Just 
within  the  open  abdominal  osteum,  was  a  small,  firm,  oval 
blood-clot,  measuring  1  inch  by  f  inch.  No  membrane  or 
other  organised  structure  was  discovered  either  amongst  the 
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fluid  blood  01*  the  clot.  Attached  to  the  distal  end  of  the 
dilated  tube  was  a  torn^  irregular  flap  of  thick  tissue,  ap- 
parently part  of  the  wall  of  the  blood-containing  cavity. 
The  left  uterine  appendages  were  healthy. 

The  patient  made  an  uninterrupted  recovery,  the  highest 
recorded  temperature  during  her  convalescence  being  100"2°. 
She  was  discharged  well  on  December  17th.  No  abnormal 
swelling  could  be  felt  in  the  pelvis ;  the  pouch  of  Douglas 
was  apparently  obliterated  by  adhesions. 

She  presented  herself  on  February  24th,  1893,  three  months 
after  the  operation,  looking  and  feeling  perfectly  well.  She 
had  menstruated  twice  normally. 

Geoup  III. — Cases  in  which  the  Evidence  is  inconclusive. 

Case  1. — (abstract).^ — N.  B — ,  ast.  33,  admitted  June  8th, 
1889.  Married  at  16.  Four  children,  one  miscarriage;  last 
child  born  nine  years  ago.  In  the  third  week  of  the  last 
puerperium  got  her  feet  wet  and  had  an  attack  of  severe 
abdominal  pain,  for  which  she  was  poulticed  and  kept  in  bed 
for  a  fortnio-ht.  Has  never  felt  strong-  since.  Menstruation 
regular  up  to  commencement  of  present  illness.  For  six 
weeks  previous  to  admission  had  continuous  uterine  htemor- 
rhage  with  occasional  passing  of  clots.  Five  days  before 
admission,  and  again  on  the  day  preceding  admission,  was 
suddenly  seized  with  acute  abdominal  pain,  accompanied  with 
rectal  and  vesical  tenesmus,  vomiting  and  alarming  faintness. 
Similar  symptoms  presented  themselves  on  the  eighth  day 
after  admission,  and  again  on  the  sixteenth  day.  On  the  day 
of  admission  the  hasmorrhage,  hitherto  slight,  became  profuse, 
and  she  passed  a  "  whitish  lump  "  per  vaginam.  The  physical 
signs  on  admission  were  those  of  pelvic  haematocele.  The 
recurrence  of  the  symptoms  of  fresh  internal  hasmorrhage 
determined  me  to  open  the  abdomen.  Thirty  fluid  ounces  of 
fluid  and  clotted  blood  were  found  in  the  peritoneal  cavity, 
surrounding  the  right  Fallopian  tube,  and  shut  off  from  the 
upper  part  of  the  peritoneal  cavity  by  a  thick  roof  composed 
chiefly  of  firm  clot  and  omentum.     The  right  Fallopian  tube 

1  The  details  of  this  case  were  published  in  the  nineteenth  volume  of  these 
'Reports,'  p.  182. 
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was  evenly  distended  by  firm  blood-clot.  Its  uterine  end  was 
normal.  Its  fimbriated  end  was  widely  open,  and  dark  clots 
protruded  from  it.  The  diameter  of  the  abdominal  ostium 
was  an  inch ;  the  fimbriae  were  folded  back  upon  the  outer 
surface  of  the  tube,  which  was  surrounded  by  a  thick  coat  of 
firm,  adherent  blood-clot.  The  walls  of  the  tube  were  healthy. 
The  portion  of  tube  removed  measured  3  inches  in  length 
and  2  in  width. 

The  contents  of  the  tube  were  carefully  examined  by  Mr. 
Shattock.  No  products  of  conception  were  discovered,  the 
contents  consisting  solely  of  firm,  laminated  blood-clot.  The 
inner  surface  of  the  tube  was  normal,  except  that  its  rugte 
had  become  obliterated  from  distension.  The  blood  removed 
from  the  pelvic  cavity  was  also  carefully  examined  for  traces 
of  an  ovum,  but  with  entirely  negative  result. 

The  patient  made  a  good  recovery,  though  not  without  some 
pelvic  suppuration,  and  the  formation  of  a  sinus,  which  ulti- 
mately closed  six  months  afterwards,  on  the  escape  of  a  silk 
ligature. 

The  specimen  was  exhibited  at  the  Obstetrical  Society,  and 
is  described  in  the  '  Transactions,'  vol.  xxxi,  for  1889,  p.  226, 
It  is  now  in  the  museum  of  St.  Thomas's  Hospital  (see 
Plate  III,  fig.  2). 

Remarks. — There  are  several  facts  in  favour  of  supposing 
this  case  to  be  one  of  tubal  abortion,  e.  g.  (1)  the  long  inter- 
val that  had  elapsed  since  the  last  pregnancy;  (2)  the  his- 
tory of  an  attack  of  pelvic  inflammation  after  the  last  confine- 
ment, and  (3)  the  absence  of  inflammatory  change  in  the 
walls  of  the  distended  tube  or  other  morbid  condition  likely 
to  be  a  source  of  hasmorrhage.  There  is,  however,  no  history 
of  missed  menstruation.  This  may,  of  course,  be  explained 
by  supposing  that  the  haemorrhage  occurred  very  early,  for 
example,  in  the  fourth  week,  a  view  that  is  rendered  the  more 
probable  from  the  widely  open  abdominal  ostium  of  the  tube, 
a  condition  seldom  found  after  the  sixth  week,  and  probably 
never  after  the  eighth. 

On  the  whole,  however,  the  clinical  evidence  in  favour  of 
tubal  gestation  is  scarcely  strong  enough,  in  the  absence  of 
pathological  confirmation,  to  justify  the  inclusion  of  the  case 
in  Group  II. 
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Case  2  (abstract).^ — C.  P — ,  aet.  31,  a  healthy-looking  char- 
woman, admitted  January  8th,  1891.  Married  at  twenty-four ; 
one  child  a  year  afterwards.  Two  months  after  confinement 
suddenly  seized  with  pain  in  the  lower  part  of  the  abdomen, 
chiefly  on  the  left  side.  The  pain  was  very  severe.  From 
that  time  patient  has  been  liable  to  attacks  of  pain  of  a  simi- 
lar character,  accompanied  with  headache,  nausea,  and  fainj;- 
ness.  During  the  last  month  the  attacks  have  been  more 
severe  and  frequent,  obliging  her  to  be  for  the  most  part  in 
bed,  and  completely  incapacitating  her  for  work.  No  menor- 
rhagia  or  vaginal  discharge. 

On  admission,  a  large  mass  directly  continuous  with  the 
left  cornu  of  the  uterus  and  filling  the  left  posterior  quarter 
of  the  pelvis.  The  mass  was  hard  and  nodulated  posteriorly, 
and  terminated  behind  the  uterus  in  Douglas's  pouch.  Some 
ill- defined  thickening  on  the  right  side.  No  depression  of 
vaginal  roof.  Uterus  normal  in  length,  anteflexed,  and  dis- 
placed to  the  right.     The  diagnosis  was  left  pyosalpinx. 

Abdominal  section  performed  January  22nd,  1891,  showed 
both  tubes  to  be  dilated  and  universally  adherent,  their  distal 
ends  being  firmly  matted  in  the  retro-uterine  pouch.  The 
inner  half  of  the  left  tube  was  normal ;  the  outer  half  was 
expanded  in  the  form  of  a  funnel  and  contained  firm,  dark 
blood-clot.  From  the  widely  open  mouth  of  the  tube,  clot 
was  seen  protruding  into  a  small  hsematocele  in  Douglas's 
pouch,  equal  in  size  to  a  Tangerine  orange,  and  hemmed  in 
on  all  sides  by  adhesions.  The  right  tube  was  dilated  and 
occluded,  forming  a  hydrosalpinx.  It  measured  2\  inches 
in  length,  and  1\  inch  in  its  greatest  breadth.  Its  closed 
end  measured  an  inch  by  an  inch  and  a  half.  Both  ovai'ies 
were  cystic  and  equal  in  size  to  a  pigeon's  egg.  The  ovaries 
and  tubes  were  removed,  and  the  patient  made  a  good 
recovery. 

No  evidence  of  the  remains  of  an  ovum  was  detected. 

Remarks. — It  is  possible  this  was  a  case  of  early  tubal 
abortion,  but  the  clinical  history  does  not  warrant  a  decided 
opinion,    and   no   products   of    conception   were   discovered 

1  Full  notes  of  the  case  will  be  found  in  my  paper  "  On  the  Value  of  Abdo- 
minal Section  in  certain  Cases  of  Pelvic  Peritonitis,"  '  Obstet.  Soc.  Trans.'  for 
1892,  p.  384. 
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amongst  the  clot.      Hence;  the  origin  of  the  haemorrhage 
must  be  regarded  as  uncertain. 


Group  IV. — Cases  in  which  the  Evidence  points  to  other 
Causes  than  Tubal  Gestation. 

Case  1  (abstract).^ — M.  M — ,  aet.  26,  married,  a  winder  in 
a  cotton  mill ;  admitted  into  St.  Mary's  Hospital,  Manchester, 
September  25th,  1885,  complaining  of  continuous  pain  in  the 
lower  part  of  the  abdomen,  especially  on  the  right  side  and 
down  the  right  thigh.  The  pain  had  existed  for  seven  years, 
commencing  soon  after  the  birth  of  her  only  child,  but  had 
been  more  severe  and  continuous  during  the  past  two  months. 
Recently  there  had  also  been  persistent  haemorrhage  from  the 
uterus. 

The  woman  was  thin  and  anaemic,  with  a  haggard  counte- 
nance, indicative  of  suffering. 

On  bimanual  examination  of  the  pelvis  the  right  side  was 
found  to  be  occupied  by  a  firm,  oblong  swelling,  very  tender 
to  the  touch,  pushing  the  uterus  over  to  the  left  of  the 
middle  line. 

Abdominal  section  was  performed  on  October  7th,  1885. 
The  right  ovary  was  equal  in  size  to  a  hen's  egg  and  cystic, 
the  contents  consisting  of  dark  fluid  blood,  altered  by  long 
retention.  Closely  connected  with  the  diseased  ovary  was  a 
thick  fusiform  swelling,  consisting  of  the  Fallopian  tube  dis- 
tended with  blood,  partly  fluid  and  partly  clotted,  the  walls 
of  the  tube  being  much  thickened  by  chronic  inflammation, 
and  firmly  adherent  externally  to  a  coil  of  small  intestine. 
The  left  tube  was  healthy ;  the  left  ovary  was  the  subject  of 
early  cystic  disease  and  was  removed, 

The  patient  made  an  excellent  recovery. 

Remarks. — In  bringing  this  case  before  the  Obstetrical 
Society,  I  stated  it  to  be  "  a  case  of  chronic  unilateral  sal- 
pingitis, in  the  course  of  which  haemorrhage  had  occurred, 

1  Fully  reported  in  a  paper  entitled  "  Abdominal  Section  for  the  Removal  of 
Small  Intra-pelvic  Tumours,"  '  Brit.  Med.  Journ.,'  January  30th,  1886.  See 
also  "  Abdominal  Section  in  certain  Cases  of  Pelvic  Peritonitis,"  '  Trans. 
Obst.  Soc'  for  1892. 
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distending  the  tube  with  blood.  Such  cases  are  distinguished 
from  "  effusions  of  blood  due  to  tubal  gestation^ '' not  only 
by  the  discovery  of  chorionic  villi  in  the  latter,  but  also  by 
the  condition  of  the  walls  of  the  tube,  which,  in  the  case 
of  .  .  tubal  gestation,  are,  as  Bland  Sutton  has  pointed 
out,  abnormally  thin  instead  of  being  abnormally  thick.  In 
the  one  there  is  simple  distension,  with,  at  the  most,  some 
turgescence;  in  the  other,  there  is  inflammation  as  well  as 
distension.  The  co-existence  in  cases  of  inflammatory  heema- 
tosalpinx  of  blood  cysts  in  the  adjacent  ovary  is  by  no  means 
infrequent." 

The  clinical  evidence  goes  to  show  that  the  patient  had  an 
attack  of  pelvic  inflammation,  probably  of  septic  origin,  soon 
after  her  child  was  born,  seven  years  previously.  As  she 
had  no  cessation  of  the  menses  since  their  re- establishment, 
or  other  symptom  of  pregnancy,  it  is  reasonable  to  regard 
the  hfemorrhage,  both  into  the  tube  and  into  the  ovarian 
cyst,  as  mere  incidents  in  the  course  of  a  chronic  inflamma- 
tion. 

Case  2. — C.  M — ,  set.  53,  a  widow,  admitted  June  19th, 
1890,  She  had  borne  one  child  thirty-three  years  ago,  and 
had  not  been  pregnant  since.  Her  husband  died  ten  years 
ago.  Menstruation  ceased  at  the  age  of  49.  She  received  a 
sudden  shock  owing  to  the  sudden  death  of  her  sister  in 
February,  1890,  from  which  time  she  was  observed  to  be 
unusually  pale,  and  to  be  gradually  becoming  thinner  and 
weaker.     The  abdomen  also  began  to  enlarge. 

On  admission,  there  was  marked  enlargement  of  the  abdo- 
men, which  was  tense  and  elastic.  The  percussion-note  was 
dull  over  the  iliac  and  hypogastric  regions  ;  above  the  umbili- 
cus it  was  resonant,  and  in  the  middle  line  and  on  the  left  for 
two  or  three  inches  below  the  umbilicus.  An  ill-defined  mass 
could  be  felt  in  the  right  iliac  region. 

An  exploratory  incision  was  made  on  the  26th  June,  1890. 
A  quantity  of  blood-stained  ascitic  fluid  escaped  when  the 
peritoneum  was  opened.  A  band  of  adherent  peritoneum, 
containing  a  large,  soft,  dark  clot,  lay  immediately  beneath 
the  line  of  incision.  On  passing  the  hand  within  the  abdo- 
men a  large,  soft,  solid  tumour  was  felt  to  be  lying  across  the 
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pelvis  behind  the  uterus,  extending  from  the  right  lateral 
wall  to  a  considerable  distance  beyond  the  middle  line.  It 
was  adherent  on  all  sides.  On  separating  the  adhesions  the 
wall  of  the  tumour  gave  way  and  a  large  quantity  of  soft 
blood-clot  escaped,  of  which  some  portions  were  yellowish-white 
in  colour,  some  brown,  and  some  purplish-red.  The  tumour 
proved  to  consist  of  the  right  Fallopian  tube,  enormously 
distended.  The  ovary  of  the  same  side  was  cystic  and  equal 
in  size  to  a  hen's  egg.  The  microscope  afterwards  showed  it 
to  be  carcinomatous.  It  was  exceedingly  difficult  to  distin- 
guish the  various  tissues  and  viscera  of  the  pelvis.  The 
uterus,  for  example,  was  only  recognised  after  passing  a 
sound,  when  the  organ  was  found  lying  to  the  front,  with 
extremely  thin  walls.  After  separating  the  adhesions  as  far 
as  practicable,  the  thickened  right  broad  ligament  was  trans- 
fixed and  the  enlarged  tube  with  the  adjacent  ovary  were 
removed  as  completely  as  was  practicable ;  but  about  half 
the  ovary  had  to  be  left. 

The  patient  recovered  from  the  operation,  but,  three 
months  later,  her  medical  attendant,  Dr.  Geo.  St.  John  Old- 
ham, informed  me  that  the  abdomen  was  apparently  filled  by 
a  large  mass  of  recurrent  growth. 

Remarks. — Whatever  may  have  been  the  origin  of  the 
hasmatosalpinx  in  this  case,  it  is  absolutely  certain  that  it  was 
not  tubal  gestation.  All  that  one  can  say  positively  is  that 
it  was  associated  with  carcinoma  of  the  adjacent  ovary  and 
with  general  pelvic  inflammation,  in  a  woman  of  fifty-three, 
who  had  ceased  to  menstruate  for  four  years.  It  did  not 
seem  in  this  case,  as  it  did  in  the  last,  to  be  connected  with 
a  definite  lesion  of  the  tube  itself. 

The  next  is  an  example  of  a  hasmatosalpinx  of  the  opposite 
tube  in  a  case  of  ruptured  tubal  gestation.  The  character  of 
the  effused  blood  excludes  the  idea  of  there  having  been 
gestation  in  both  tubes.  The  details  of  the  case  having  been 
already  published  (see  vol.  xx  of  these  Reports),  it  will  be 
only  necessary  to  give  a  very  brief  abstract  here. 

Case  3. — A.  J — ,  aet.  37,  married,  was  admitted  June  25th, 
1890,  complaining  of  acute  abdominal  pain  with  distension 
and  intense  tenderness.     Her  only  child  was  born  sixteen 


58  Effusions  of  Blood  into  the  Fallopian  Tube. 

years  previously  and  she  had  not  been  pregnant  since.  Her 
illness  commenced  on  the  9th  of  June^  when,  after  having 
missed  two  menstrual  periods,  she  had  a  slight  blood-stained 
discharge,  followed  in  two  days  by  severe  abdominal  pain, 
which  continued,  and  became  gradually  worse  up  to  her  admis- 
sion. I  came  to  the  conclusion,  on  learning  the  history,  that 
her  symptoms  were  due  to  ruptured  tubal  gestation.  On 
opening  the  abdomen,  which  I  did  on  June  27th,  a  quantity 
of  thin,  dark  blood  and  a  number  of  small  clots  were  found 
in  the  peritoneal  cavity.  There  was  no  evidence  of  general 
peritonitis.  There  was  a  ruptured  tubal  gestation  on  the  left 
side.  The  placenta  was  partially  protruding  through  the 
rent,  and  the  foetus,  2^  inches  long,  attached  by  the  umbili- 
cal cord  to  the  placenta,  was  lying  in  the  abdominal  cavity. 
All  these  parts  gave  off  an  offensive  smell  of  commencing 
decomposition. 

Extending  behind  the  uterus  and  right  broad  ligament  was 
a  large,  tense,  oblong  tumour,  which  was  recognised  as 
the  right  Fallopian  tube,  occluded,  distended  with  fluid,  and 
attached  to  the  parts  around  by  recent  and  easily  separated 
adhesions.  The  tube  was  enucleated  without  difficulty  and 
removed  along  with  the  normal  right  ovary.  The  contents  of 
the  distended  tube  proved  to  be  a  dark  brown  viscid  fluid, 
consisting  of  mucus  and  altered  blood. 

The  patient  after  a  protracted  convalescence^  due  to  her 
septic  condition  at  the  time  of  operation,  eventually  made  an 
excellent  recovery. 

General  Summary. — The  seventeen  cases  above  recorded 
embrace  all  the  instances  of  effusion  of  blood  into  the  Fallo- 
pian tube  that  have  come  under  my  own  observation.  The 
series  is  certainly  not  a  very  large  one,  but  it  is  the  largest,  so 
far  as  I  am  aware,  that  has  yet  been  recorded  as  the  result  of 
a  single  experience,  and  inasmuch  as  every  case  was  verified 
by  actual  inspection  of  the  parts  in  situ  during  life,  as  well  as 
by  careful  examination  of  them  after  removal  (by  operation), 
it  has  the  special  value  that  attaches  to  any  series  of  complete 
records.  I  use  the  words  "complete"  of  course,  not  in  the 
sense  of  "  faultless,"  but  as  implying  that  the  clinical  histories 
are  in  each  case  followed  by  an  account  of  the  actual  appear- 
ances presented  by  the  parts  when  exposed  to  view,  and  care- 
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fully  dissected,  just  as  a  medical  case  is  said  to  be  complete 
when  the  full  cliuical  history  is  supplemented  by  a  detailed 
account  of  the  autopsy. 

In  my  opening  remarks  I  mentioned  two  points,  with  regard 
to  which  it  seemed  to  me  specially  important  that  evidence 
should  be  elicited,  viz.  (1)  the  proportion  of  cases  in  which 
effusions  of  blood  in  the  Fallopian  tube  are  the  result  of  tubal 
gestation,  and  (2)  the  proportion  of  cases  in  which  a  dia- 
gnosis of  tubal  gestation  based  on  the  clinical  history  is  con- 
firmed by  the  discovery,  amongst  the  effused  blood,  of  distinct 
remains  of  an  ovum. 

In  reference  to  the  first  of  these  objects  of  inquiry,  the 
cases  have  been  divided  into  the  four  following  groups : — 
Group  I,  consisting  of  cases  in  which  the  evidence  of  tubal 
gestation  is  complete,  a  distinct  ovum  having  been  found 
amongst  the  effused  blood.  The  cases  in  this  group  are  two 
in  number.^  Group  II,  consisting  of  cases  in  which  the  cliuical 
history  points  unmistakeably  to  tubal  gestation,  but  in  which 
no  traces  of  an  ovum  were  detected.  In  this  group  there  are 
no  fewer  than  ten  cases.  Group  III,  consisting  of  cases  in 
which  the  evidence  is  inconclusive,  or,  in  other  words,  of  cases 
in  which  an  important  link  in  the  chain  of  clinical  evidence  of 
tubal  gestation  was  missing,  and  in  which  examination  of  the 
tube  and  its  contents  gave  no  clue  to  the  cause  of  the  effusion, 
either  in  the  form  of  the  remains  of  an  ovum  or  of  any  patho- 
logical condition  of  the  tube  sufficient  to  account  for  the 
haemorrhage.  Two  cases  only  come  within  this  category. 
And  lastly,  group  IV,  consisting  of  cases  in  which  the 
evidence  points  to  other  causes  than  tubal  gestation.  Under 
this  heading  are  placed  three  cases. 

It  thus  appears  that  tubal  gestation  was  absolutely  proved 
to  be  the  cause  of  the  effusion  in  two  cases,  was  almost  cer- 
tainly the  cause  in  other  ten  of  the  cases,  and  was  very  pos- 
sibly the  cause  in  two  more,  while  in  only  three  cases  did  the 
evidence  distinctly  point  to  other  sources  of  haemorrhage.  Of 
the  cases  in  the  last-named  group,  the  haemorrhage  in  the  first 
case  was  apparently  a  mere  incidental  complication  in  the 

1  If  the  three  cases  of  early  tubal  gesta,tion,  with  rupture  into  the  peritoneal 
cavity,  had  come  sufficiently  within  the  scope  of  the  paper  to  be  included,  the 
number  of  cases  in  Group  I  would  have  been  increased  to  five. 
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course  of  a  chronic  salpingitis ;  in  the  second  case^  that  of  a 
"woman  past  the  menopause,  the  effusion  in  the  tube  co-existed 
with  cancer  of  the  adjacent  ovary  ;  while  in  the  third  case, 
the  effusion  was  clearly  the  result  of  hgemorrhage  into  a  tube 
already  distended  by  mucus,  in  which  occlusion  of  the  abdo- 
minal ostium  had  occurred  as  a  secondary  result  of  the  pelvic 
peritonitis  set  up  by  a  ruptured  tubal  gestation  on  the  oppo- 
site side. 

With  regard  to  the  second  object  of  enquiry,  the  result  is 
somewhat  unexpected  and  disappointing.  In  no  fewer  than 
ten  out  of  the  seventeen  cases,  strong  presumptive  evidence 
of  tubal  gestation  was  afforded  by  the  clinical  history,  and  yet 
the  most  careful  search  by  a  pathological  expert  failed  to 
detect  any  trace  of  the  remains  of  an  ovum.  The  soft  clots 
were  carefully  washed  and  examined  one  by  one ;  the  firmer 
coao^ula  were  hardened  and  then  cut  into  thin  sections  for 
microscopical  exaDiination.  I  know  of  no  surer  means  than 
this  of  detecting  the  remains  of  an  ovum  if  they  be  there. 

A  consideration  of  these  facts  should  convince  us  that  a 
case  may  be  one  of  tubal  gestation,  and  may  even  occasionally 
be  legitimately  described  as  such,  although  no  products  of 
conception  be  discovered.  I  have  always  hitherto  maintained 
the  contrary,  but  I  can  do  so  no  longer.  There  is  practically 
no  doubt  that  all  the  cases  in  Group  II  were  examples  of 
tubal  mole  or  tubal  abortion,  yet  in  not  one  of  the  ten  were 
the  remains  of  an  ovum  found. 

Mr.  Bland  Sutton  is  strongly  of  opinion  that  the  use  of  the 
term  haematosalpinx  should  be  restricted  to  cases  in  which  the 
effusion  is  due  to  other  causes  than  tubal  gestation.  My 
readers  may  have  noticed  that,  in  this  paper,  I  have  studiously 
avoided  the  use  of  the  word,  either  in  the  restricted  sense 
advocated  by  Mr.  Sutton  or  in  the  more  general  and  com- 
prehensive sense  as  ordinarily  employed.  I  desired  to  enter 
upon  this  enquiry  without  bias.  Now  that  it  is  finished, 
however,  I  am  free  to  state  that,  in  my  opinion,  the  time  has 
not  yet  arrived  for  drawing  a  hard  and  fast  line  between 
blood  effusions  into  the  tube  caused  by  tubal  pregnancy,  and 
such  effusions  due  to  other  causes.  Until  we  have  arrived  at 
greater  certainty,  and  are  in  a  position  definitely  to  assign 
every  case  to  its  proper  category,  it  seems  to  me  that  it  will 
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be  conveuient  and  desirable  to  retain  the  term  haematosalpinx 
as  applicable  to  all  effusions  of  blood  into  the  tube,  from 
whatever  source  the  blood  may  have  arisen.  By  attempting 
to  be  more  definite  than  the  present  state  of  our  knowledge 
permits  us  to  be,  instead  of  accelerating  progress  we  shall  be 
in  danger  of  retarding  it. 

I  do  not  propose  to  discuss  here  the  desirability  of  operating 
upon  these  cases.  My  own  opinion  on  this  question  is  now 
pretty  well  known.  I  may,  however,  call  attention  to  the 
fact  that  in  each  of  the  seventeen  cases,  of  which  the  records 
are  here  given,  operation  resulted  in  the  patient's  recovery. 

The  cases  here  narrated  possess  many  points  of  interest, 
and  suggest  many  lines  of  reflection  to  which  I  have  not  the 
time  or  space  to  allude,  and  which  must  be  reserved  for 
another  occasion.  There  is,  however,  one  point  to  which  I 
should  like  to  refer  before  concluding  this  paper  (which  has 
already  far  exceeded  its  intended  limits),  namely,  the  light 
these  cases  throw  on  the  difiicult  subject  of  the  source  of  the 
bleeding  in  pelvic  haematocele.  It  will  have  been  observed 
that  in  all  the  cases  in  Group  II,  with  the  exception  of  Cases 
7  and  9,  and  in  both  the  cases  in  Group  III,  that  is,  in  ten 
out  of  the  seventeen  cases,  there  was  an  intra-peritoneal 
haematocele,  due  to  the  escape  of  blood  from  the  open 
fimbriated  end  of  the  distended  tube.  If  I  am  right  in 
regarding  these  cases  as  having  originated  in  tubal  pregnancy, 
this  out-pouring  of  blood  from  the  yet  unclosed  abdominal 
ostium  indicates  that  either  tubal  abortion  was  impending, 
or  had  already  in  whole  or  in  part  occurred,  and  suggests 
that  in  many  unexplained  cases  of  pelvic  hsematocele  the 
haemorrhage  may  have  had  a  similar  source. 


DESCRIPTION  OF  PLATE  I, 

Illustrating  Dr.  Cullingwortli^s  paper  on  Effusions  of  Blood 
into  the  Fallopian  Tube. 

The  drawing  shows  the  appearances  presented  by  the  distended  right  Fallopian 
tube  after  being  hardened  in  spirit  and  laid  open  by  a  longitudinal  section  along 
the  middle  line.  The  main  part  of  the  tube  is  occupied  by  a  mass  of  firm  lami- 
nated blood-clot.  At  that  end  of  the  distended  portion  of  the  tube  which  lies  to 
the  left  hangs  a  tail-like  projection,  a  little  over  an  inch  in  length.  This  is  the 
undilated  uterine  end  of  the  tube.  At  the  opposite  end,  that,  namely,  to  the  right 
of  the  drawing,  is  a  pouch  formed  in  the  wall  of  the  tube,  communicating  with 
the  main  cavity  by  a  circular,  smooth-edged  aperture  three  fifths  of  an 
inch  in  diameter.  Against  the  outer  wall  of  this  pouch  lies  a  foetus,  compressed 
by  the  mass  of  blood-clot.  The  cranial  cavity  and  vertebral  column,  divided 
longitudinally,  are  well  seen.  The  ribs  have  been  displaced  downwards  en  masse. 
The  denuded  bones  of  the  arm  and  leg  of  one  side  projected  through  the  wall  of 
the  pouch,  and  were  hanging  outside.  The  amnion  and  torn  umbilical  cord  arc 
seen  in  the  body  of  the  tube,  having  been  left  behind  by  the  foetus  when  it 
escaped  into  the  smaller  compartment  beyond.  The  parts  are  represented  of 
natural  size. 

Case  2,  Group  I. 
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DESCRIPTION  OF  PLATE  II, 

Illustrating  Dr.  Culliugworth's  paper  on  Effusions  of  Blood 
into  the  Fallopian  Tube. 

Fig.  1. — Fallopian  tube  distended  by  blood-clot.  The  wall  of  the  tube  is 
extremely  thin  in  places,  the  colour  of  the  contained  clot  being  easily  seen 
through  it.  The  fimbriated  end  is  open,  and  from  it  clot  was  hanging  out,  there 
being  a  small  quantity  of  dark  fluid  blood  and  some  old  clot  in  the  peritoneal 
cavity.  Along  the  under  surface  of  the  tube  is  seen  the  divided  edge  of  the 
thickened  meso-salpinx. 

The  parts  are  represented  of  natural  size. 

Fig.  2. — The  interior  of  the  same  tube  as  seen  on  longitudinal  section.  The 
clot  is  solid  and  homogeneous,  with  a  well-defined  firmer  layer  where  the  clot  is 
in  contact  with  the  tube  wall.  In  the  interior  of  the  clot  is  seen  a  long  narrow 
chink,  lined  by  membrane,  probably  the  compressed  and  empty  amniotic  cavity. 
No  chorionic  villi  or  other  distinctive  products  of  conception,  however,  could  be 
detected  under  the  microscope  in  this  situation. 

From  Case  4,  Group  H. 
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DESCRIPTION  OF  PLATE  III, 

Illustrating  Dr.  Cullingwortli's  paper  on  Effusions  of  Blood 
into  the  Fallopian  Tube. 

Fig.  1. — Interior  of  Fallopian  tube  distended  with  blood-clot.  The  clot  is  firm 
and  homogeneous.  The  fimbriated  end  (only  partially  seen  in  the  drawing)  is 
sufficiently  open  to  admit  a  goose-quill.  Blood  had  escaped  through  it  into  the 
peritoneal  cavity,  where  there  was  a  small  handful  of  soft  dark  clot  encysted 
amongst  adhesions.  The  clinical  history  pointed  to  tubal  pregnancy,  but  no 
organised  tissues  were  detected  amongst  the  clot. 

From  Case  5,  Group  II.     Natural  size. 

Fig.  2. — Fallopian  tube  distended  with  firm  clot.  The  abdominal  ostium  is 
widely  dilated  and  clot  is  hanging  from  it.  The  fimbriaj  were  folded  back  upon 
the  exterior  of  the  tube ;  in  the  drawing  they  appear  unfolded  as  seen  when  the 
specimen  was  placed  in  water.  The  tube  was  surrounded  by  a  quantity  of  fluid 
and  clotted  blood,  measuring  thirty  fluid  ounces,  and  forming  an  intra-peritoueal 
hsematocele.  A  firm  coat  of  adherent  blood-clot  had  been  deposited  on  the  entire 
surface  of  the  tube.  A  portion  of  this  has  been  removed  to  show  the  smooth 
peritoneal  surface  beneath.  The  clinical  history  was  inconclusive  as  to  the 
existence  of  tubal  pregnancy,  and  no  traces  of  an  ovum  were  discovered. 
From  Case  1,  Group  III.     Natural  size. 
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THE  PATHOLOGY  OE  PEEITYPHLITIS. 


By  HERBEET  P.  HAWKINS,  M.B.,  M.R.C.P. 


The  words  typhlitis  and  perityphlitis  are  used  in  different 
ways.  Sometimes  both  of  them  are  used  at  random  to  denote 
a  certain  clinical  form  of  disease  in  the  right  iliac  fossa^ 
which  is  too  well  known  to  need  description  here.  Some- 
times one  or  the  other  is  used  in  a  strict  etymological  way  to 
convey  an  idea  as  to  the  supposed  starting-point  and  morbid 
anatomy  of  the  disease.  Paratyphlitis  was  a  term  introduced 
by  Oppolzer  to  indicate  an  inflammation  of  the  connective 
tissue  behind  the  csecum.  Appendicitis  has  come  to  us  from 
America,  with  the  authority  of  Fitz,  and  it  is  a  genuine  word, 
indicating  a  common  pathological  condition.  But  though 
inflammation  of  the  appendix  is  a  common  condition,  it  is  one 
which  in  itself  bears  no  symptoms,  and  the  word  appendicitis 
therefore  cannot  be  used  in  a  clinical  sense. 

While  the  nature  of  this  typhlitis  or  perityphlitis  remained 
doubtful,  the  discrepancy  in  the  use  of  these  terms  by  differ- 
ent systematic  writers  carried  its  own  excuse.  Now,  however, 
that  the  origin  of  the  disease  is  more  clearly  determined,  it  is 
surely  advisable  to  employ  a  definite  uniform  term  connoting 
both  the  symptoms  and  the  anatomical  site. 

The  theory  which  assigned  to  this  disease  an  origin  in  the 
cascum  is  almost  extinct,  but  it  still  lingers.  Yet  of  all  our 
so-called  facts  in  medical  teaching,  nothing  appears  to  me 
more  certain  than  the  origin  of  this  disease  in  the  vermiform 
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appendix.  From  the  sudden  general  rapidly  fatal  peritonitis, 
through  the  common  local  suppuration  in  the  right  iliac  fossa, 
through  the  still  more  common  non- suppurative  inflammatory 
induration,  to  the  case  of  slight  non-febrile  pain  and  tender- 
ness in  this  region,  there  is  an  unbroken  clinical  and  patho- 
logical chain ;  and  all  these  conditions  represent  degrees  or 
stages  of  peritonitis  arising  from  primary  disease  of  the 
appendix. 

Surely  then  the  name  of  typhlitis  may  be  dropped,  for  the 
CEecum  has  no  closer  connection  with  any  one  of  these  condi- 
tions than  that  of  mere  juxtaposition  to  the  seat  of  primary 
trouble.  Paratyphlitis  stands  self-condemned,  for,  as  Treves 
showed  in  his  Huuterian  Lectures  of  1885,  the  caecum  is 
always  completely  covered  by  peritoneum,  and  never  has  one 
side  in  contact  with  connective  tissue.  Appendicitis,  however, 
indicates  a  common  affection  which  underlies  all  these  condi- 
tions, and  it  is  a  good  pathological  term ;  while  perityphlitis 
and  peritonitis  may  rightly  be  used  as  clinical  terms,  accord- 
ing as  the  resulting  inflammation  of  the  peritoneum  is  local 
or  general. 

The  Csecal  Theory. 

In  reading  through  the  writings  on  this  subject  chronolo- 
gically arranged,  it  is  interesting  to  note  the  progressive 
depreciation  of  the  caecum,  and  the  corresponding  rise  in  the 
importance  of  the  appendix  and  the  peritoneum  around  it.  For 
the  first  forty  years  of  this  century  perityphlitis  was  entirely 
attributed  to  disease  or  disordered  function  of  the  caecum. 
The  appendix  did  not  appear  in  the  field  of  practical  medicine 
until  1834,  and  when  we  consider  the  functional  insignifi- 
cance of  this  organ  we  cannot  wonder  that  it  so  long  escaped 
recognition. 

In  the  literature  of  the  beginning  of  this  century  descrip- 
tions of  perityphlitis,  phlegmon  of  the  iliac  fossa  as  it  was 
then  called,  are  abundant,  its  symptoms  and  course  being  set 
forth  with  great  accuracy.  Few  writers,  however,  ventured 
upon  an  explanation  of  its  origin,  or  it  might  be  that  to  a 
perfect  clinical  picture  would  be  appended  an  account  of  an 
autopsy,  in  which  no  mention,  positive  or  negative,  is  made  of 
the  appendix,  and  it  was  in  fact  never  examined. 


The  Pathology  of  Perityphlitis.  69 

The  appendix  has  now  obtained  a  tardy  recognition  as  a 
factor  in  its  production ;  but  the  part  played  by  it  is  still 
under-estimatedj  and  no  writer  has  completely  emancipated 
himself  from  this  theory  of  a  caecal  origin^  for  which  Dupuy- 
tren  was  primarily  responsible. 

The  paper  by  Dupuytren  {'  Le9ons  orales  de  clin.  Chir./ 
1833),  in  which  the  theory  first  took  form,  is  a  model  of  close 
reasoning  founded  on  loose  observation.  Inflammation  in 
the  right  iliac  fossa  does  not  commonly  prove  fatal,  and  when 
death  does  occur  the  parts  in  the  fossa  are  so  embedded  in 
pus  and  thick  lymph  that  their  unravelling  is  attended  with 
considerable  difiiculty.  The  vermiform  appendix  readily 
escapes  attention,  while  the  intense  inflammation  of  the  peri- 
toneal coat  of  the  Ccecum  cannot  but  have  a  secondary  effect 
upon  the  subjacent  mucous  membrane,  which  is  manifested 
by  hypera^mia  and  catarrh  apt  to  mislead  the  observer.  And 
when  a  local  abscess  arises  round  the  appendix,  it  not  un- 
commonly perforates  the  wall  of  the  ctecum,  and  from  this 
again  error  arose.  In  Dupuytren's  account  of  an  autopsy 
the  appendix  is  not  even  mentioned. 

In  1880  With  (see  ^London  Med.  Record,'  vol.  viii,  p.  213) 
was  the  first  to  state  his  disbelief  in  the  existence  of  an 
inflammation  in  the  right  iliac  fossa  arising  fi'om  disease  of 
the  caecum  as  distinct  from  the  appendix. 

The  article  of  Fitz  ('  Trans.  Assoc.  Amer.  Phys.,'  1886)  was 
a  truly  great  contribution  to  our  knowledge  of  disease  of  the 
appendix.  Yet  even  here  the  caecum  is  still  fully  in  view. 
It  is  true  that  he  speaks  of  the  extreme  rarity  of  a  primary 
perforating  inflammation  of  the  ceecum,  but  he  describes  the 
symptoms  of  a  '' stercoral  csecitis  the  most  important  of  all 
the  conditions  with  which  the  perforating  appendicitis  may 
be  confounded." 

The  latest  and  best  account  of  perityphlitis  is  to  be  found 
in  Osier's  '  Text-book  of  Medicine '  of  1892.  All  the  forms  and 
degrees  of  peritonitis  arising  from  appendicular  disease  are 
here  for  the  first  time  brought  together  under  one  head. 
But  he  too  feels  constrained  to  recognise  a  typhlitis  or  pri- 
mary inflammation  of  the  caecum  as  a  clinical  form  of  disease 
of  unknown  pathology. 

That  the  ceecum  has  auv  connection  with  the  severe  degrrees 
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of  perityphlitis,  is  now  so  generally  denied  that  disproof  is 
no  longer  necessary.  The  whole  weight  of  clinical  and 
pathological  evidence  is  opposed  to  any  such  connection.  It 
may  almost  be  said  with  truth,  that  every  case  of  inflammatory 
disease  in  the  right  iliac  fossa  which  has  proved  fatal  has 
been  found  to  be  due  to  disease  of  the  appendix.  Osier  has 
indeed  met  with  two  cases  of  perforation  of  a  csecal  ulcer  and 
pericascal  abscess.  After  extensive  research  into  the  litera- 
ture of  the  subject  Fitz  could  only  find  three  cases,  one  from 
a  fishbone,  another  from  a  pin,  the  third  from  strangulation 
of  the  bowel.  It  will  be  generally  allowed  then  that  a  per- 
forating ulceration  of  the  caecum,  though  it  does  certainly 
occur,  is  of  so  rare  occurrence  that  it  may  be  disregarded. 

But  doubt  arises  about  the  origin  of  the  milder  and  less 
determinate  forms  of  the  disease — the  so-called  stercoral 
typhlitis.  Is  there  any  ground  for  continuing  to  believe  in 
its  existence  ? 

It  is  maintained  by  some  that  these  mild  cases  depend  on 
a  non-perforating  ulceration  of  the  cjecum  due  to  the  retention 
of  faeces,  in  fact  on  the  old-fashioned  stercoral  ulcer.  Doubt- 
less such  an  ulcer  is  a  possibility,  but  it  must  be  exceedingly 
rare,  if  we  exclude  those  cases  of  ulceration  and  rupture  of 
the  cascum  which  are  due  to  obstruction  at  a  point  lower 
down  in  the  bowel.  Post-mortem  records  maintain  an  abso- 
lute silence  about  it.  The  very  word  "non-perforating" 
throws  doubt  on  its  existence.  Do  we  know  any  ulcer  in  any 
part  of  the  alimentary  canal  which  never  perforates  the 
bowel- wall?  The  caecum  and  the  appendix  are  almost  iden- 
tical in  structure ;  there  are  differences  only  in  the  amount 
and  arrangement  of  lymphatic  tissue  and  muscle.  Ulcers  in 
the  appendix  due  to  faecal  impaction  are,  as  will  be  shown 
later,  of  very  common  occurrence,  and  they  perforate  its  wall 
with  great  frequency.  It  is  a  hard  matter  then  to  believe  in 
a  cEecal  ulcer  of  similar  origin,  which  in  only  two  or  three 
recorded  instances  has  ever  perforated  the  peritoneal  coat. 

Haslam  ('  Lancet,'  October  31st,  1892),  in  arguing  in 
favour  of  a  true  typhlitis,  is  more  precise  than  most  writers  as 
to  its  morbid  anatomy.  He  says,  "  The  mucous  membrane 
of  the  caecum  may  be  inflamed  in  association  with  a  general 
colitis,  or  more  frequently  from  irritation  due  to  retention 
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and  impaction  of  feeces;  the  caecum  may  be  the  seat  of 
ulceration  either  from  ffecal  irritation^  tubercle,  dysentery, 
typhoid,  or  foreign  body."  But  when  the  inflammation  of  the 
ca?cum  is  part  of  a  general  colitis,  and  when  it  occurs  in  the 
course  of  tubercle,  dysentery,  or  typhoid,  the  symptoms  are 
then  those  of  the  general  disease,  and  are  not  those  of  the 
local  condition  in  the  right  iliac  fossa  which  is  here  under 
consideration.  These  general  causes  must  then  be  excluded, 
and  we  are  left  stranded  again  with  the  theory  of  faecal 
irritation  and  ulceration,  in  favour  of  which  no  actually 
observed  fact  has  ever  been  recorded. 

If  then  the  theory  of  a  stercoral  ulcer  be  untenable,  it  may 
still  be  said  that  these  cases  depend  on  a  catarrh  of  the 
mucous  membrane  of  the  csecum  unaccompanied  by  ulceration. 
This  explanation  is  certainly  most  in  accordance  with  the 
clinical  history,  for  these  cases  of  stercoral  caecitis  are  never 
fatal  and  never  end  in  suppuration.  It  is  an  explanation, 
however,  which  has  no  foundation  on  ocular  evidence.  It  was 
inferred  entirely  from  clinical  observation,  and  the  inference 
was  made  at  a  time  when  the  importance  of  the  appendix  as 
a  source  of  disease  was  not  yet  recognised.  The  theory  was 
born  of  clinicians,  yet  the  clinical  evidence  against  it  seems 
to  me  to  be  overwhelming.  Fitz  speaks  of  it  as  being 
exceedingly  common.  He  describes  it  as  being  manifested 
by  pain  which  is  trifling  for  a  long  time,  by  slight  sensitive- 
ness, by  the  absence  or  late  occurrence  of  fever,  and  by  the 
presence  of  a  distinct,  nodular,  or  doughy  mass  in  the  lumbar 
region.  Osier  describes  it  in  much  the  same  terms,  but  with 
a  shade  of  doubt.  Haslam  (loc.  cit.)  draws  up  a  list  of  points 
which  may  serve  to  distinguish  typhlitis  from  appendicitis. 

Now  it  must  be  confessed  that  these  symptoms,  apart  from 
the  presence  of  a  feecal  tumour,  are  in  fact  not  to  be  dis- 
tinguished from  those  of  mild  perityphlitis.  Just  such  a 
condition  as  this  may  often  be  seen  to  alternate  with  severe 
attacks  of  true  appendicular  peritonitis,  as  verified  later  by 
post-mortem  examination.  Even  if  we  grant  that  the  mass 
felt  in  the  lumbar  region  is  composed  of  faeces,  still  we  know 
that  in  cases  of  true  perityphlitis  a  large  part  of  the  hard 
iliac  tumour  is  often  composed  of  fascal  matter,  which  is 
retained  in  the  cascum  through  paralytic  interference  with  its 
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peristalsis.  Hard  fsecal  lumps  can  often  be  felt  in  the  caecum 
as  also  in  the  sigmoid  flexure,  but  the  patient  has  no  special 
symptoms  and  knows  nothing  of  their  presence. 

We  know  that  a  patient  with  inflammation  of  the  appendix 
and  slight  local  peritonitis  around  it  may  complain  of  but 
slight  pain,  and  present  but  little  tenderness  and  little  or  no 
fever,  and  may  at  the  same  time  have  a  considerable  area  of 
hardness  in  the  iliac  region,  which  is  doubtless  in  part  due  to 
a  secondary  paralytic  retention  of  faeces.  It  seems  then 
hardly  necessary  in  any  such  case  to  reverse  the  explanation, 
and  to  explain  the  condition  as  being  due  to  a  primary 
retention  of  feeces  resulting  in  inflammation  of  the  caecum. 

On  reviewing  the  clinical  notes  of  upwards  of  200  cases  of 
disease  in  this  region,  about  half  of  which  I  had  personally 
the  opportunity  of  observing,  the  following  conclusions  seem 
I'easonable  : 

1.  That  thei'e  is  a  perfect  gradation  from  the  sudden  general 
peritonitis,  which  is  almost  invariably  fatal,  down  to  the 
condition  of  slight  pain  and  tenderness  in  the  right  iliac  fossa, 
which  may  or  may  not  keep  a  man  from  his  day's  work. 
That  these  several  degrees  alternate  in  the  same  patient,  so 
that  he  may  have  one  or  more  slight  attacks  (corresponding 
to  the  description  of  this  so-called  typhlitis),  and  then 
succumb  to  a  severe  appendicular  peritonitis,  or  a  severe 
attack  may  be  followed  by  several  of  the  milder  variety. 

2.  That  there  is  no  break  in  this  chain,  and  no  point  at 
which  one  may  say  that  appendicular  disease  ends  and  caecal 
disease  begins. 

3.  That,  since  whenever  death  occurred  from  any  cause 
(twenty -three  instances  in  these  200  cases),  the  primary 
disease  was  in  every  case  found  to  be  in  the  appendix  and 
not  in  the  caecum,  there  is  no  justification  for  thinking  that 
any  such  cases  are  of  caecal  origin. 

This  so-called  stercoral  caecitis  is  never  fatal,  and  con- 
sequently the  existence  of  such  a  condition  does  not  admit  of 
absolute  disproof.  But  a  belief  in  its  existence  has  the  grave 
fault  of  still  affording  some  foot-hold  to  the  practice  of 
treating  inflammatory  affections  of  the  right  iliac  fossa  with 
purgatives,  for  what  man  could  distinguish  between  this 
pseudo-caecal  disease  and  perityphlitis,  when  on  paper,  at  any 
rate,  they  may  be  expressed  in  identical  terms  ? 
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The  part  played  by  the  Appendix. 

Perityphlitis  is  rarely  fatal,  and  it  is  at  the  same  time  a  very 
common  affection.  If  therefore  it  is  in  all  cases  to  be 
ascribed  to  disease  of  the  appendix,  it  is  a  necessary  corollary 
that  in  the  general  post-mortem  work  of  a  large  hospital  there 
should  be  found  abundant  evidence  of  appendicular  disease. 
And  this  is. found  to  be  the  case.  Tungel,  quoted  by  Fitz, 
during  a  period  of  two  years  at  the  Hamburg  Hospital,  found 
thirty  instances  of  partial  or  complete  obliteration  of  the 
appendix,  forty-three  cases  of  catari'h  and  feecal  concretions, 
twelve  of  abnormal  adhesions,  and  eleven  of  tubercular  ulcers. 
Toft  (cf.  the  excellent  paper  by  With,  loc-.  cit.)  found  the 
appendix  diseased  in  110  out  of  300  post-mortem  examina- 
tions. 

Now  it  is  not  certain  whether  these  figures  are  founded  on 
naked-eye  or  microscopical  examination,  and  their  value  conse- 
quently is  doubtful.  I  have  therefore  examined  the  appendix  at 
this  hospital  in  100  bodies  of  all  ages  taken  at  random,  where 
death  occurred  from  some  other  cause  than  disease  of  this 
organ,  and  if  there  was  any  naked-eye  appearance  of  disease  the 
suspected  organ  was  submitted  to  microscopical  examination. 
In  these  100  cases  there  were  16  in  which  there  was  past  or 
present  disease  of  the  appendix  to  be  seen.  (There  were  also 
two  cases  of  tubercular  and  one  of  dysenteric  ulcer,  which  may 
be  disregarded  as  having  no  connection  with  the  present 
subject.)  In  seven  of  these  sixteen  there  was  chronic  catarrh, 
with  commencing  obliteration  of  the  lumen  in  one  of  them ; 
in  four  the  lumen  was  wholly  or  in  part  obliterated  by  fibrous 
adhesion  of  its  walls ;  in  five  there  was  ulceration  due  to  the 
pressure  of  a  fgecal  mass.  In  two  of  the  cases  of  catarrh  the 
appendix  was  bound  down  by  old  peritonitic  adhesions,  and 
this  condition  was  present  in  all  four  of  the  obliteration 
cases. 

It  is  not  safe  to  draw  any  large  conclusion  from  100  cases, 
but  so  far  as  it  goes,  there  is  here  (16  per  cent.)  ample 
evidence  that  appendicular  disease  is  at  any  rate  of  frequent 
occurrence ;  and  this  frequency,  moveover,  is  numerically 
sufficient  to  justify  us  in  regarding  the  appendix  as  the  sole 
cause  of  all  cases  of  perityphlitis,  mild  or  severe.  •"•" 


74  The  Pathology  of  Perityphlitis. 

Appendicitis. 

The  primary  affections  of  the  appendix  which  underlie 
perityphlitis  may  be  realised  from  microscopical  examination, 
though  some  points  in  the  causation  will  still  remain  un- 
explained. 

Examination  of  a  large  number  of  specimens  makes  it  clear 
that  Osier's  division  of  appendicitis  into  a  catarrhal  and 
an  ulcerative  form  is  a  good  one.  Though  these  two  forms  do 
to  a  certain  extent  overlap,  inasmuch  as  catarrh  may  end  in 
ulceration,  and  both  conditions  may  exist  side  by  side  in  the 
same  specimen,  yet  is  this  distinction  nevertheless  useful,  since 
they  arise  from  different  causes.  The  cause  of  the  catarrhal 
form  we  do  not  certainly  know,  but  it  is  clear  that  it  is  not 
dependent  on  the  presence  of  fsecal  or  other  extraneous 
matter.  The  ulcerative  form  on  the  other  hand  is  produced 
solely  by  the  pressure  of  a  faecal  mass  or  a  foreign  body. 
Equally  from  both  these  forms  may  arise  every  grade  of  peri- 
tonitis ;  but  the  distinction  between  them  may  ultimately 
enable  us  to  ascertain  the  condition  of  the  appendix  which 
underlies  the  so-called  relapsing  perityphlitis,  and  to  extract 
some  rule  which  shall  guide  us  in  the  selection  of  cases  suit- 
able for  its  excision. 

(a).  Catarrhal  Appendicitis. 

A  catarrhal  inflammation  of  the  appendix  is  certainly  of 
very  frequent  occurrence,  but  its  exact  frequency  cannot  be 
determined,  for  in  itself  it  produces  no  symptoms,  and  doubt- 
less, like  catarrhs  of  other  mucous  membranes,  it  may  subside 
without  leaving  any  trace. 

A  chronic  catarrh  is  however  very  commonly  found  in 
general  post-mortem  work,  and  it  is  easily  detected,  for  it  gives 
rise  to  a  recognisable  thickening  of  the  whole  wall.  In  this 
condition  the  appendix  is  stiff,  and  on  section  tends  to  main- 
tain its  cylindrical  shape. 

Simple  catarrh  of  the  appendix  is  independent  of  the 
presence  of  faecal  matter.  In  some  of  the  specimens  examined 
there  was  a  little  soft  pasty  faecal  matter  here  and  there 
mingled  with  mucus,  but  in  most  of  them  the  lumen  was  quite 
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clear,  and  it  is  not  to  be  supposed  that  the  mere  contact  of 
fasces  with  the  mucous  membrane  has  any  deleterious  effect. 
Why  the  appendix  is  so  liable  to  catarrh,  especially  in  young 
males,  is  not  clear,  but  the  fact  remains  beyond  doubt.  It  has 
been  suggested  (Bland  Sutton)  that  the  disproportionate 
amount  of  lymphatic  tissue  in  the  appendix,  as  compared  with 
the  rest  of  the  alimentary  canal,  may  be  the  cause  of  this  in- 
stability, but  such  a  view  derives  no  support  from  micro- 
scopical examination. 

The  actual  changes  are  those  of  inflammation  of  mucous 
membranes  elsewhere.  There  is  a  rapid  shedding  of  the 
epithelium  of  the  general  surface,  the  basement-membrane 
remaining  for  a  time  intact,  detachment  and  extrusion  of  the 
epithelial  lining  of  the  crypts  of  Lieberkiihn,  infiltration  with 
leucocytes  of  the  delicate  retiform  tissue  which  forms  the 
groundwork  of  the  mucous  membrane,  and  by  the  swelling 
thus  produced,  pressure  upon  and  even  obliteration  of  many 
of  the  crypts.  The  lumen  is  found  to  contain  abundance  of 
leucocytes,  granular  debris,  mucus,  and  casts  of  the  interior 
of  the  crypts,  and  the  whole  of  this  material  is  sometimes 
moulded  into  a  definite  central  mass  by  the  muscular  move- 
ments of  the  tube  (Plate  I) . 

Perfect  recovery  by  new  growth  of  epithelium  is  at  first 
possible,  but  the  shedding  may  be  so  complete  over  so  large 
an  area,  that  the  denuded  surface  cannot  be  covered  anew. 
Thus  arises  the  condition  of  chronic  appendicitis.  The  inner 
part  of  the  mucous  membrane  now  comes  to  consist  of 
granulation-tissue,  in  which  the  remains  of  a  few  of  the  once 
plentiful  crypts  may  be  distinguished. 

This  condition  is  probably  a  fertile  source  of  perityphlitis, 
but  it  is  fortunately  in  many  cases  the  precursor  of  complete 
immunity  from  such  attacks.  If  by  the  pressure  of  the  sur- 
rounding parts  the  opposed  granulating  surfaces  are  brought 
into  contact,  and  if  the  whole  organ  remains  at  rest,  union 
takes  place,  and  the  appendix  as  a  source  of  disease  ceases  to 
exist.  The  bearing  of  this  on  treatment  is  obvious.  The 
commencement  of  this  process  of  union  is  shown  in  Plate  II. 

In  many  cases  however  of  chronic  appendicitis,  oblitera- 
tion of  the  lumen  is  delayed,  or  rendered  impossible  by  reason 
of  the  great  thickening  of  the  wall-of  the-tube,  which  resists 
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apposition  of  the  granulating  surfaces.  The  muscular  coats 
may  often  be  seen  to  be  infiltrated  with  leucocytes  and  con- 
nective-tissue cells,  and  in  some  cases  there  is  great  increase 
of  the  fiorous  element  of  these  coats,  insomuch  that  the  tube 
becomes  rigid  and  incollapsible.  The  wall  of  one  specimen 
was  an  eighth  of  an  inch  in  thickness,  being  about  double 
that  of  the  healthy  tube,  and  in  another  case  the  thickness  of 
the  muscular  coat  alone  amounted  to  one  tenth  of  an  inch. 
In  this  incoUapsibility  probably  lies  the  clue  to  some  cases  of 
relapsing  perityphlitis. 

Finally,  the  lumen  may  come  to  be  occupied  entirely  by 
strong  fibrous  tissue  springing  directly  from  the  submucous 
areolar  tissue, and  natural  cure  is  then  complete  (Plate  III). 

It  is  not  probable  that  catarrhal  appendicitis  can  in  itself 
give  rise  to  symptoms;  the  patient  only  realises  the  existence 
of  his  appendix  when  its  peritoneal  investment  is  attacked. 
There  is  more  than  one  mode  in  which  the  peritoneum  may 
become  inflamed. 

(1)  Peritonitis  hy  Extension  of  Inflammation  from  the  Mucous 

Memhrane. 

Inflammation  may  extend  from  the  mucous  membrane 
outwards  through  the  wall  of  the  tube,  and  may  set  up  a 
peritonitis  which  is  of  very  variable  intensity.  It  may  be 
slight,  adhesive,  and  purely  local,  and  may  rapidly  subside, 
as  in  the  bulk  of  the  cases  seen  in  medical  wards.  It  may 
never  recur,  if  future  protection  is  afforded  by  obliteration  of 
the  lumen.  Among  the  200  cases  from  which  I  am  drawing, 
these  mild  attacks  are  frequently  met  w^th  in  patients  who 
subsequently  died  from  a  more  severe  form.  A  good  example 
is  the  case  of  H.  N — ,  who  in  October,  1887,  had  a  sudden 
attack  of  pain  in  the  right  iliac  fossa  with  vomiting ;  he  was 
better  in  twenty-four  hours,  and  was  well  in  a  few  days. 
Nine  months  later  he  died  of  general  suppurative  peritonitis 
due  to  rupture  of  a  distended  appendix  (cf.  p.  81),  and  there 
was  found  to  be  obliteration  of  the  lumen  for  one  third  of  an 
inch  at  the  CEecal  end,  so  that  the  terminal  part  had  become 
distended  into  a  cyst  by  its  own  secretion. 

If  protection  is  not  afforded  by  obliteration,  the  peritonitis 
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may  be  of  the  relapsing  type,  and  obliteration  is  the  less  likely 
to  occur,  in  proportion  as  the  walls  of  the  appendix  are  thick 
and  unyielding.  Such  a  chronic  catarrh,  with  thickening  of 
the  wall,  was  probably  the  condition  in  the  case  of  a  young 
man,  aged  nineteen,  under  my  care  in  1890,  who  had  had  five 
attacks  of  perityphlitis  in  six  months.  Mr.  Glutton  explored 
the  parts,  but  found  the  appendix  so  firmly  adherent,  in  such 
an  awkward  position  behind  the  caecum,  that  its  excision  was 
not  possible  with  safety.  It  was  hard,  swollen,  and  rigid. 
In  many  of  the  cases  where  the  appendix  has  been  excised 
for  relapsing  perityphlitis,  it  has  been  found  in  this  condition. 
Osier  describes  two  such  cases. 

In  other  cases  the  peritonitis  may  pass  beyond  the  adhesive 
form,  and  proceed  to  the  formation  of  pus.  (In  about  12  per 
cent.,  see  statistics,  p.  85.)  The  abscess  thus  formed  is  a  local 
one,  walled  in  by  adherent  intestines.  If  this  condition  is  pro- 
perly treated,  recovery  is  as  uniformly  certain  as  in  the  mild 
adhesive  form ;  and  there  appears  to  be  a  greater  prospect  of 
freedom  from  future  attacks. 

It  is  not  improbable  that  this  local  suppuration  around  the 
appendix  may  be  due  to  an  invasion  of  the  tissues  of  its 
wall  by  micro-organisms  derived  from  the  intestinal  contents. 

When  the  protective  lining  epithelium  and  the  basement 
membrane  of  the  tube  have  been  destroyed,  we  have  a  raw  un- 
protected surface  exposed  to  faecal  bacterial  contamination. 
With  this  condition  in  full  force,  our  wonder  is  that  rapid  in- 
flammation of  the  wall,  includingthe  peritoneum,  is  not  of  more 
common  occurrence.  Doubtless  the  speedy  closure  of  the 
tube  by  union  of  its  opposed  walls  is  an  important  conserva- 
tive process ;  probably  the  formation  of  a  layer  of  true  granu- 
lation tissue  on  the  inner  surface  of  the  mucous  membrane  is 
to  some  extent  protective ;  and  perhaps  the  ring  of  lymphatic 
tissue  which  usually  separates  the  mucous  from  the  submucous 
coat  may  act  as  a  barrier.  That  micro-organisms  can  under 
similar  conditions  gain  admission  into  the  deeper  parts  of  the 
intestinal  wall  is  rendered  probable  by  the  occurrence  of  pyle- 
phlebitis a.nd  hepatic  abscess,  where  the  intestinal  starting- 
point  is  often  too  small  to  be  discovered  by  naked-eye  inspec- 
tion. In  1889  a  man  died  in  this  hospital  from  hepatic  abscess, 
for  which  the  primary  lesion  appeared  to  be  a  gastric  ulcer. 
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At  any  rate,  it  is  important  to  recognise  that  this  local  sup- 
puration may  occur  around  an  appendix,  without  any  visible 
breach  of  continuity  in  its  wall.  No  doubt  in  most  cases  this 
formation  of  a  local  intra-peritoneal  abscess  is  the  result,  either 
of  the  same  inflammatory  necrosis  which  will  be  described  as 
commonly  setting  up  a  general  peritonitis,  or  of  the  ulceration 
due  to  the  pressure  of  a  foreign  body ;  the  abscess  remains 
localised  because  the  perforation  takes  place  into  a  knot  of 
adherent  intestine.  But  perforation  is  not  necessary  for  the 
production  of  an  abscess,  as  Osier  points  out.  He  quotes  the 
case  of  a  man  under  the  care  of  Fitz,  who  had  had  previous 
attacks  of  perityphlitis,  then  an  abscess,  then  a  recurrence, 
during  which  his  appendix  was  removed.  It  was  found  to  be 
thickened  and  adherent  over  a  limited  extent  to  the  omentum, 
but  not  ulcerated  or  perforated. 

Whether  this  local  suppurative  form  of  peritonitis  is  to  be 
thus  explained,  is  reasonable  matter  for  doubt,  but  the  rapid 
intense  inflammation  of  the  appendix  wall,  which  is  the  common 
cause  of  the  acute  general  peritonitis,  is  strongly  suggestive  of 
a  bacterial  origin. 

A  man  may  have  this  chronic  catarrh  of  his  appendix  with 
a  denuded  internal  surface,  and  be  in  perfect  health.  He  may 
be  seized  however  at  any  moment  with  sudden  abdominal 
pain,  rapidly  develop  all  the  signs  of  general  peritonitis,  and 
die  in  the  course  of  three  or  four  days.  Such  cases  are 
common  enough ;  they  are  described  in  post-mortem  reports 
as  being  due  to  sloughing  of  the  appendix.  Microscopical 
examination  shows  in  these  cases  a  track  of  inflammation 
passing  outwards  from  the  mucous  membrane  to  the  peri- 
toneum, an  inflammation  so  intense  that  it  leads  to  rapid  death 
of  the  tissues  of  the  appendix  wall. 

Usually  this  inflammatory  necrosis  of  the  wall  of  the 
appendix  involves  a  considerable  area  of  the  peritoneal  sur- 
face. Sometimes  an  inch  or  more  of  the  tube  undergoes  this 
death  in  its  whole  circumference ;  sometimes  the  sloughing 
process  encircles  the  tube,  so  that  at  the  post-mortem  exami- 
nation it  is  found  in  two  separate  pieces,  or  it  may  be  that  the 
proximal  part  only  can  be  found.  In  a  remarkable  case 
recorded  by  Stephen  Paget  ('Trans.  Clin.  Soc.,'  1892)  the 
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whole  appendix  was  thus  detached  and  floated  out  in  the  pus 
on  opening  a  perityphlitic  abscess. 

Though  the  lesion  of  the  peritoneal  coat  of  the  appendix  is 
thus  usually  a  gross  one  in  these  cases  of  acute  virulent  peri- 
tonitis, it  may  be  comparatively  insignificant  and  may  involve 
a  very  small  area.  The  specimen  shown  in  Plate  IV,  fig.  1  was 
taken  from  the  body  of  a  boy  aged  six,  who  died  after  an  illness 
of  four  days'  duration  from  general  suppurative  peritonitis. 
The  appendix  was  excised  before  death  and  the  abdomen 
washed  out,  but  the  operation  was  undertaken  too  late  to  be 
of  any  avail.  It  was  two  inches  long,  its  wall  was  much 
thickened  from  chronic  catarrh,  obliteration  had  nowhere 
taken  place,  and  the  lumen  was  quite  free  from  faecal  matter. 
There  was  a  grey  discolouration  of  the  central  half-inch  of  the 
tube  for  half  its  circumference,  and  this  indicated  the  posi- 
tion and  extent  of  the  disease  ;  but  the  actual  visible  lesion  of 
the  peritoneum  was  limited  to  two  minute  perforations,  which 
would  just  admit  an  ordinary  pin.  The  section  has  been  taken 
just  above  one  of  these  perforations,  and  it  shows  an  acute 
inflammation  of  all  the  tissues  between  the  lining  epithelium 
and  the  peritoneum  for  half  the  circumference  of  the  tube. 

This  specimen  is  important  as  showing  how,  even  in  the 
most  acute  and  fatal  cases  of  general  peritonitis,  the  actual 
perforation  of  the  peritoneal  coat  of  the  appendix  may  be 
extremely  small.  The  appearance  is  also  confirmatory  of  the 
idea  that  the  explosion  of  inflammation  of  the  appendix- wall 
is  due  to  some  agent  that  has  penetrated  the  tissues  of  the 
wall  from  the  interior  of  the  tube,  and  that  it  is  not  a  case  of 
mere  extension  of  inflammation  by  continuity  of  tissue  from 
mucous  surface  to  peritoneum.  The  glandular  layer  of  the 
mucous  membrane  in  fig.  1,  though  it  shows  inflammatory 
change  sufficient  to  denude  it  of  its  protective  epithelium, 
does  not  show  the  intense  necrotic  inflammation  which  is  seen 
in  the  muscular  coats.  The  inflammation  seems  to  have 
started  in  the  deeper  lymphatic  or  subglandular  layer,  into 
which  free  haemorrhage  has  occurred,  and  the  brunt  of  the 
inflamm.ation  lies  still  further  outwards,  in  fact,  immediately 
under  the  peritoneum. 

The  appearance  seen  in  Plate  IV,  fig.  2  seems  to  point  to  the 
same  conclusion.     This  specimen  was  taken  from  a  boy  aged 
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ten,  who  died  of  acute  suppurative  peritonitis  secondary  to 
sloughing  of  the  tip  of  the  appendix.  The  mucous  membrane 
was  found  to  be  diseased  throughout.  The  section  was  taken 
near  the  caecal  end.,  about  two  inches  therefore  from  the 
sloughing  tip.  Besides  the  chronic  catarrh  there  were 
haemorrhages  in  the  deeper  part  of  the  lymphatic  layer,  with 
hsemorrhages  and  leucocytal  infiltration  of  the  submucous 
areolar  tissue  and  of  the  muscular  coats.  The  part  shown  in 
fig.  2  contains  also  a  miliary  abscess  in  the  internal  muscu- 
lar coat,  and  two  more  in  the  external  coat  immediately  under 
the  peritoneum.  These  abscesses  were  not  visible  with  the 
naked  eye,  and  the  peritoneum,  although  it  is  slightly  bulged 
over  them,  did  not  differ  in  appearance  from  that  of  the  rest 
of  the  tube. 

The  presence  of  such  minute  abscesses  as  these,  situated 
just  under  the  peritoneum,  and  seemingly  on  the  verge  of 
rupture,  may  possibly  serve  to  throw  light  on  some  of  the 
cases  of  general  suppurative  peritonitis  for  which  no  cause 
is  found  after  careful  post-mortem  examination.  Almost 
every  year  such  cases  are  met  with  at  this  hospital,  and  they 
occur,  so  far  as  my  experience  goes,  in  children  and  young 
adults,  at  the  age  in  fact  which  we  know  to  be  most  liable  to 
disease  of  the  appendix. 

A  child  died  in  this  hospital  in  1892  from  general  peritonitis. 
The  abdomen  was  explored  during  life,  and  the  appendix 
was  examined  and  considered  to  be  healthy.  At  the  post- 
mortem no  cause  for  the  peritonitis  was  found.  With  the 
idea  of  a  possible  connection  of  such  cases  with  disease  of 
the  appendix  it  was  subsequently  examined  microscopically. 
It  showed  complete  loss  of  the  epithelial  lining  and  partial 
destruction  of  the  basement  membrane,  with  inflammatory 
foci  in  the  submucous  areolar  tissue  and  in  both  muscular 
coats,  which,  however,  exhibited  far  less  intensity  of  inflam- 
mation than  appears  in  Plate  IV,  figs.  1  and  2. 

Without  laying  too  much  stress  on  the  evidences  of 
inflammation  in  the  muscular  coats,  which  may  have  been 
secondary  to  the  peritonitis,  we  have  here  a  condition  of  the 
appendix,  which,  as  we  have  seen  before,  is  certainly  capable 
of  exciting  a  local  intra-peritoneal  suppuration,  without  any 
necessarily  visible  perforation  of  its  peritoneal  coat.     If  a 
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local  suppuration  may  thus  occur,  there  is  nothing  inherently 
improbable  in  the  similar  causation  of  a  general  peritonitis. 
At  any  rate,  taking  into  consideration  the  appearances  seen  in 
Plate  IV,  this  case  is  suggestive,  and  it  is  certainly  worth 
while  to  examine  the  appendix  in  similar  cases. ^ 

(2)  Peritonitis  following  Distension  of  the  Appendix. 

The  second  method  by  which  peritonitis  may  ensue  from 
catarrhal  appendicitis  is  a  more  remote  one.  Obliteration  of 
the  lumen  of  the  appendix  by  cohesion  of  its  walls  does  not 
always  extend  through  the  whole  length  of  the  tube,  and  it 
is  common  to  find  a  local  impermeable  stricture  at  some 
one  point,  which  may  be  anywhere,  but  is  generally  near  the 
caecal  end.  The  part  beyond  the  stricture  may  become  dis- 
tended by  secretion,  and  rupture  of  such  a  retention-cyst  may 
occur,  leading  to  a  general  peritonitis  which  is  usually  fatal. 

It  is  possible  also  that  similar  distension,  leading  to  a  like 
result,  may  depend  on  a  kinking  of  the  tube  at  some  point. 
There  is  a  specimen  in  St.  Thomas's  Hospital  Museum,  which 
is  probably  of  this  nature,  where  the  distension  has  been  so 
forcible  that  there  are  five  or  six  diverticula  on  the  surface  of 
the  cyst. 

In  these  cases  a  sudden  strain  or  blow  is  commonly  found 
to  precede  the  rupture.  The  immediate  cause  of  the  peri- 
tonitis is  sometimes  a  clean  rent  in  the  cyst-wall,  often  the 
result  of  violence.  More  commonly  the  inner  surface  of  the 
wall  is  grossly  ulcerated,  and  perforation  occurs  in  the 
floor  of  one  or  more  of  these  ulcers ;  or  the  final  change  may 
be  a  rapid  gangrene  of  part  of  the  wall,  as  in  the  case  of 
catarrhal  appendicitis  previously  described. 

Instances  of  this  are  abundant.  The  case  of  H.  N —  has 
been  already  alluded  to,  as  an  example  of  slight  catarrh,  end- 
ing in  partial  obliteration.  He  was  a  clerk  aged  twenty,  and 
had  a  slight  attack  of  perityphlitis  which  kept  him  from 
work  for  a  few  days  only.  Nine  months  later  he  died  from 
acute  peritonitis,  after  four  days'  illness.     His  appendix  was 

1  Poncet  and  Jaboulay,  in  the  '  Rev.  de  Chir,'  Nov.,  1892,  describe  three  cases 
of  acute  general  infectious  peritonitis,  which  they  attribute  to  disease  of  the 
appendix  without  perforation  of  its  wall. 

VOL.  XXI.  6 
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2 1  inches  long ;  one-third  of  an  inch  at  the  ceecal  end  was 
a  solid  cord,  and  the  terminal  part,  2  inches  long,  was  moder- 
ately distended  into  an  oval  cyst  three-quarters  of  an  inch  in 
breadth.  This  cyst  contained  purulent  fluid,  its  inner  surface 
was  uniformly  ulcerated,  and  perforation  had  taken  place  in 
the  floor  of  an  ulcer  close  to  the  point  of  obliteration. 

Ths  peritonitis  which  results  from  this  condition  of  the  ap- 
pendix is  not  always  of  the  general  fatal  form.  The  distended 
appendix  without  perforation  often  sets  up  the  mild  local 
form  which  is  followed  by  speedy  recovery ;  and  it  stands  on 
a  level  with  the  thickened  appendix  previously  described  as 
being  the  very  root  and  cause  of  relapsing  perityphlitis. 

A  good  example  was  published  by  Bland  Sutton  in  the 
^  Trans.  Clin.  Soc.,'  1891.  The  patient,  aged  twenty-two,  had 
had  four  attacks  of  perityphlitis  in  three  years,  in  the  last  of 
which  the  appendix  was  excised.  It  was  6  cm.  long ;  for  2 
cm.  at  the  cEecal  end  it  was  soft  and  pliable  like  a  normal 
appendix,  the  rest  was  as  round  and  firm  as  a  fat  earth-worm, 
and  at  the  junction  of  soft  and  hard  parts  was  an  oval  swelling. 
The  caecal  end  was  found  to  be  completely  strictured,  and  the 
part  beyond  the  stricture  was  filled  with  pus.  The  walls 
were  slightly  thickened,  and  the  mucous  membrane  was  com- 
pletely destroyed.  A  similar  case,  where  however  the 
obstruction  was  probably  due  to  kinking,  was  recorded  by 
Page  in  the  '  Trans.  Clin.  Soc.,'  1892. 

Another  instance  is  the  case  of  E.  W — ,  aged  28,  who  had 
four  severe  attacks  in  eight  months,  during  the  first  and  last 
of  which  she  was  a  patient  in  this  hospital.  In  the  last  attack 
she  died.  The  appendix  was  found  to  be  strictured  at  a  point 
one  eighth  of  an  inch  from  the  caecum ;  the  rest  of  it,  two 
inches  in  length,  had  been  obviously  distended ;  it  was  thick- 
ened and  black,  and  showed  a  ragged  ulcerated  hole  about 
its  middle,  the  whole  of  the  inner  surface  having  a  worm-eaten 
appearance.  One  can  only  regret  that  this  appendix  was  not 
excised  after  the  first  attack. 

{B)    Ulcerative  Appendicitis. 

Under  this  second  head  we  have  to  deal  with  a  primary- 
local  ulceration  of  the  appendix,  which  is  not  preceded  hj  a 
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general  catarrh^  and  this  ulceration  is  due  to  the  presence  of 
a  faecal  concretion  or  a  foreign  body. 

The  relative  frequency  of  the  presence  of  a  faecal  concre- 
tion and  a  foreign  body  was  at  one  time  grotesquely  distorted. 
Foreign  bodies  are  certainly  found  as  the  cause  of  an  ulce- 
rative perforating  appendicitis,  and  they  are  sometimes  found 
as  the  nucleus  of  a  faecal  concretion ;  but  in  a  vast  majority  of 
instances  it  is  a  mass  of  inspissated  faeces  which  is  the  cause 
of  the  trouble. 

The  mere  presence  of  faeces  in  the  appendix  can  be  seen 
microscopically  over  and  over  again  to  have  no  injuinous  effect 
on  the  epithelium.  Ulceration  does  not  occur  until  the  faecal 
mass  comes  to  exercise  a  considerable  degree  of  pressure  upon 
the  mucous  membrane. 

The  hardness  of  the  faecal  mass  and  its  pressure  against  the 
wall  of  the  appendix  depend  on  the  peristaltic  contraction  of 
the  tube.  The  appendix  is  richly  supplied  with  muscle,  con- 
sidering that  it  plays  no  part  in  forwarding  the  intestinal 
contents.  It  is  not  uncommon  to  find  a  mass  of  faeces  which 
has  been  driven  down  into  the  blind  end  of  the  tube  with  such 
force  that  the  tip  assumes  a  bulbous  appearance  ;  on  opening 
it  and  shelling  out  the  mass,  a  fossa  is  seen,  of  which  the 
floor  will  be  found  to  be  ulcerated.  Two  or  three  such 
masses  may  be  found  at  different  points,  each  one  indicated 
by  an  annular  dilatation  of  the  unopened  tube,  which  has  thus 
a  moniliform  appearance.  At  each  such  point  will  be  found 
ulceration.  The  barley-corn  shape  of  these  masses,  with  their 
thick  substantial  middle  and  tapering  ends,  indicates  the 
action  of  waves  of  peristaltic  contraction  running  up  to  the 
mass  from  both  directions. 

If  the  mass  remains  long  in  its  bed  it  cannot  be  removed, 
except  by  its  breaking  up,  and  possibly  this  happens.  It 
often  becomes  infiltrated  with  lime-salts,  growing  in  size  and 
hardness,  and  its  destructive  effect  on  the  mucous  membrane 
is  thereby  greatly  intensified ;  but  a  faecal  mass  may  ulce- 
rate through  the  entire  wall,  and  be  extruded  into  the  peri- 
toneal cavity,  while  still  purely  faecal  and  still  in  a  plastic  con- 
dition. 

As  the  faeces  begin  to  exercise  pressure  on  the  wall,  the  first 
effect  is  a  disturbance  of  the  lining  epithelium.     This  is  shown 
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in  Plate  V,  fig.  1,  where  three  fsecal  particles  are  seen  to  have 
been  driven  through  the  basement  membrane  into  the  retiform 
tissue.  The  section  is  taken  at  the  level  of  the  tapering  end 
of  an  oat-shaped  concretion. 

As  the  process  continues,  the  epithelium  is  completely 
destroyed;  and  by  the  progressive  interference  with  the 
blood-supply,  the  mucous  membrane,  the  submucous  tissue, 
and  finally  the  muscular  coats  disappear  before  the  advancing 
pressure.  In  Fig.  2,  which  shows  the  great  pressure 
exercised  by  a  large  concretion  (only  part  of  which  is  here 
represented),  the  mucous  membrane  is  much  thinned,  and  to 
the  right  of  the  section  it  has  been  completely  destroyed. 

Peritonitis  arising  from  Ulceration  of  the  Appendix. 

It  is  difficult  to  say  at  what  stage  in  this  process  symptoms 
of  involvement  of  the  peritoneum  may  first  appear.  It  is 
probable  that,  as  in  the  case  of  catarrhal  appendicitis,  local 
peritonitis  may  be  set  up  at  any  moment  after  the  destruction 
of  the  epithelium.  But  microscopical  examination  shows 
that  the  peritoneal  coat  of  the  appendix  is  far  more  tolerant 
of  the  distending  process  than  might  have  been  supposed. 
It  is  not  uncommon  to  meet  with  an  appendix  distended  by 
a  faecal  concretion,  so  that  its  wall  consists  only  of  thinned- 
out  muscular  tissue,  and  yet  the  peritoneum  may  show  no  sign 
of  past  or  present  inflammation. 

At  any  rate  it  is  probable  that  mild  attacks  of  perityphlitis 
do  centre  round  such  a  condition  as  this,  and  it  is  certain 
that  both  local  suppuration  and  acute  general  peritonitis  are 
often  the  result  of  it.  In  these  two  last  cases  the  concretion 
is  sometimes  found  free  in  the  peritoneal  cavity,  while  a 
ragged  rent  in  the  appendix  indicates  its  mode  of  exit;  or 
the  rent  is  found  in  the  appendix,  with  the  concretion  still 
firmly  held  in  its  original  bed. 

Statistics. 

In  200  cases  occurring  in  this  hospital,  where  the  perito- 
neum, as  a  whole  or  in  part,  was  inflamed  as  the  result  of 
primary  disease  of  the  appendix,  the  relative  figures  are  as 
follows : 
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(a)  General  peritonitis. — There  were  22  cases,  of  whom  20 
died  and  2  recovered.  Of  these  20  fatal  cases  the  actual 
cause  in  1 ,  was  the  process  described  as  acute  inflammatory 
necrosis,  in  2,  the  rupture  of  a  distended  tube,  and  in  11,  the 
presence  of  a  feecal  concretion.  In  no  case  was  a  foreign 
body  found. 

(b)  Local  peritonitis  or  perityphlitis. —  (a)  With  suppura- 
tion there  were  24  cases  (12  per  cent.).  Of  these  2  died  and 
22  recovered.  One  patient  died  from  a  secondary  hepatic 
abscess,  the  other  from  the  effects  of  a  miscarriage.  The 
abscess  was  opened  in  all  the  cases ;  in  only  2  was  a  concre- 
tion found  in  the  pus.  [h)  Without  suppuration  there  were 
154  cases,  of  whom  only  one  died,  no  cause  for  death  apart 
from  the  local  peritonitis  being  found. 


DESCRIPTION    OF    PLATE   I, 

Illustrating  Dr.  Herbert  P.  Hawkins's  paper  on  "  The 
Pathology  of  Perityphlitis." 

Catarrhal  Appendicitis. 

Transverse  section  of  an  appendix  which  was  bound  down  hy  adhesions  along 
the  inner  border  of  the  csBCum.  Part  only  of  the  thickness  of  the  wall  is  here 
shown. 

The  general  epithelial  lining  has  been  almost  entirely  shed,  only  a  few  degene- 
rated cells  and  granular  debris  remaining.  The  basement  membrane  is  for  the 
most  part  intact. 

The  central  mass  lying  in  the  lumen  is  composed  of  granular  material,  leuco- 
cytes, and  epithelial  cells,  with  a  few  dark  granules  of  f fecal  matter.  In  it  are 
many  complete  epithelial  casts  of  the  tubular  crypts  of  Lieberkiihn. 

The  crypts  have  been  largely  obliterated  and  the  epithelium  of  the  surviving 
crypts  is  degenerated. 

a.  Epithelial  cast  embedded  in  the  central  mass. 

6.  Empty  socket  of  a  crypt. 

c.  Submucous  areolar  tissue. 
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DESCRIPTION    OF    PLATE    II, 

Illustrating  Dr.  Herbert  P.  Hawkins's  paper  on  "  The 
Pathology  of  Perityphlitis." 

Commencing  Obliteration  of  Appendix. 

Transverse  section  of  an  appendix  near  the  base,  showing  the  commencement 
of  union  between  opposed  granulating  surfaces.  Only  part  of  the  thickness  of 
the  wall  is  shown. 

The  general  epithelial  lining  and  the  basement  membrane  have  been  destroyed. 
The  epithelium  of  the  crypts  has  been  largely  shed,  especially  at  the  upper  end  of 
the  figure,  where  union  is  most  advanced. 

a.  Remains  of  the  lumen  of  the  tube. 

h.  One  of  seven  nodules  of  lymphoid  tissue. 

c.  Point  where  union  is  complete. 
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DESCRIPTION    OF    PLATE    III, 

Illustrating  Dr.  Herbert  P.  Hawkins's  paper  on  "  The 
Pathology  of  Perityphlitis." 

Complete  Obliteration  of  Appendix. 

Transverse  section  of  an  appendix  which  was  firmly  adherent  to  the  psoas  and 
to  the  omentum.  The  appendix  was  a  solid  cord  from  end  to  end  without  any 
trace  of  epithelium  or  mucous  membrane. 

The  whole  thickness  of  the  wall  is  shown  only  in  the  lower  right  quadrant  of 
the  figure. 

The  lumen  is  occupied  by  fibrous  tissue. 

a.  Remains  of  submucous  areolar  tissue. 

b.  Internal  muscular  coat. 

c.  External  muscular  coat. 
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DESCRIPTION   OF    PLATE    IV, 

Illustrating  Dr.  Herbert  P.  Hawkins's  paper  on  "  The 
Pathology  of  Perityphlitis. '^ 

Fig.  1. — Transverse  section  of  an  appendix,  taken  1  mm.  above  a  minute 
perforation  which  set  up  a  fatal  general  peritonitis. 

In  the  lower  half  of  this  figure  the  appendix- wall  is  nearly  free  from  disease; 
in  the  upper  half  all  the  tissues  between  peritoneum  and  mucous  membrane  are 
acutely  inflamed. 

The  glandular  layer  of  the  mucous  membrane  (a)  of  the  upper  half  has  been 
pushed  down  across  the  lumen  into  contact  with  the  opposite  surface  by  the 
pressure  of  an  acute  inflammation,  which  has  arisen  outside  it,  apparently  in  the 
deeper  or  lymphatic  layer  of  the  mucous  membrane. 

The  general  epithelial  lining  has  been  shed  and  the  basement- membrane  in 
part  destroyed;  but  the  changes  in  the  glandular  layer  of  the  mucous  membrane 
are  quite  out  of  proportion  to  the  intense  inflammation  of  the  submucous  and 
muscular  coats. 

a.  Glandular  layer  of  mucous  membrane  pressed  down  into  contact  with  the 
opposite  surface  so  that  the  lumen  is  obliterated. 

b.  Blood-clot  in  lymphatic  layer  of  mucous  membrane. 

c.  Mass  of  inflammatory  exudation. 

d.  Necrosed  muscular  coats. 

e.  Point  at  which  a  pinhole  perforation  occurred  1  mm.  below  the  level  of 
this  section. 

Fig.  2. — Transverse  section  of  part  of  the  wall  near  the  cifical  end  of  un 
appendix,  the  tip  of  which  had  sloughed,  setting  up  a  fatal  general  peritonitis. 

It  shows  chronic  inflammation  of  the  mucous  membrane ;  there  is  no  trace  of 
epithelium  or  basement  membrane.  There  is  an  elongated  collection  of  leuco- 
cytes around  a  distended  vessel  in  the  internal  muscular  coat,  and  two  abscesses 
in  the  external  muscular  coat  which  have  produced  a  bulging  of  the  peritoneum 
over  them. 

a.  Abscesses  in  external  muscular  coat. 

b.  Distended  vessel. 

c.  Lymphatic  tissue. 

d.  Remains  of  a  crypt  embedded  in  granulation  tissue. 
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DESCRIPTION    OF    PLATE    V, 

Illustrating  Dr.  Herbert  P.  Hawkins's  paper  on  "  The 
Pathology  of  Perityphlitis." 

Fig.  1. — Transverse  section  of  the  mucous  membrane  of  an  appendix  just 
below  a  firmly  fixed  fsecal  concretion. 

The  epithelial  lining  and  the  basement-membrane  are  healthy  and  intact, 
except  in  the  centre,  where  three  fsecal  particles  are  seen  to  have  been  driven 
through  them. 

a.  Fsecal  particles. 

Fig.  2. — Transverse  section  of  part  of  the  wall  of  the  same  appendix,  taken 
at  a  point  where  the  pressure  of  a  fsecal  concretion  was  very  grreat.  There  was 
anotber  similar  concretion  a  little  lower  down  in  this  case,  and  this  had  ruptured 
the  coats,  setting  up  a  localised  suppuration  around  it.  The  abscess  was  opened, 
the  appendix  removed,  and  the  patient  made  a  good  recovery. 

Only  a  small  part  of  the  concretion  is  shown  here.  The  epithelial  lining  has 
been  destroyed,  and  to  the  right  of  the  figure  the  mucous  membrane  has  com- 
pletely disappeared ;  the  concretion  resting  on  the  submucous  tissue. 

a.  Indriven  fsecal  particle  at  the  periphery  of  the  concretion. 

b.  Condensed  submucous  areolar  tissue. 

c.  Internal  muscular  coat. 

d.  External  nmscilar  coat. 
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ON  DIPHTHERITIC  PARALYSIS 


NERVOUS    SYMPTOMS    AND    SEQUELAE    OF 
DIPHTHERIA. 


By  HECTOR  W.  G.  MACKENZIE,  MA.,  M.D.,  F.R.C.P. 


In  the  last  volume  of  these  Reports  I  gave  an  account  of 
observations  on  albuminuria  and  on  the  condition  of  the 
knee-jerks  during  and  after  diphtheria.  In  regard  to  albu- 
minuria I  illustrated  the  great  frequency  of  its  occurrence, 
especially  towards  the  end  of  the  second  week  of  the 
disease.  I  attempted  to  estimate  its  importance  as  a 
prognostic  sign,  showing  that  the  presence  of  much  albumen 
in  the  urine  generally  meant  intensity  of  the  disease,  and 
the  earlier  it  set  in  the  greater  cause  there  was  for  anxiety. 
I  pointed  out  that  although  in  many  cases  albuminuria  did 
not  persist  for  more  than  a  few  weeks,  if  so  long,  in  some 
it  continued  much  longer ;  that  very  frequently  it  was  inter- 
mittent, and  apt  to  reappear  with  the  onset  of  paralysis.  I 
quoted  a  case  at  some  length  in  which  albuminuria  was  of 
late  occurrence,  of  long  duration,  and  of  a  cyclical  character. 
In  regard  to  the  knee-jerks,  I  gave  tables  showing  their 
condition  in  a  large  number  of  cases  at  different  stages  of 
the  disease.      I  showed  that  in  a  large  number  of  non-fatal 


88  Diphtheritic  Paralysis. 

cases  tlie  knee-jerks  disappeared^  that  the  most  usual  time 
for  their  disappearance  was  from  the  fourth  to  the  tenth 
week,  and  that  the  time  for  which  they  remained  absent  was 
very  variable,  and  might  be  anything  from  two  weeks  to 
seven  or  eight  months.  I  showed,  too,  that  in  many  of  the 
early  fatal  cases  the  knee-jerks  disappeared,  and  that  their 
absence  was  accompanied  by  other  symptoms  of  affection  of 
the  nervous  system.  I  appended  accounts  of  a  number  of 
cases,  both  fatal  and  non-fatal,  which  illustrated  the  condi- 
tion of  the  knee-jerks  at  different  stages. 

I  propose,  in  the  present  communication,  to  consider  the 
other  nervous  symptoms  of  the  disease  generally  comprised 
under  the  term  diphtheritic  paralysis. 

The  total  number  of  cases  on  which  the  following  details 
are  founded  is  955,  of  which  452  were  fatal.  The  period 
during  which  these  cases  were  admitted  to  the  hospital 
extends  over  eight  and  a  half  years,  from  the  middle  of  1884 
to  the  end  of  1892.  Many  of  the  fatal  cases  were  only  a 
very  short  time  under  observation,  admitted  as  they  were 
for  immediate  tracheotomy,  which  they  did  not  long  survive. 
A  considerable  number  of  the  non-fatal  cases,  moreover, 
were  only  seen  for  a  week  or  two.  When  this  is  taken 
into  account,  the  particulars  I  am  about  to  give  become 
more  significant.  It  is  because  I  have  kept  a  good  many 
cases  under  observation  for  some  months  after  leaving  the 
hospital,  and  have  been  careful  to  observe  symptoms  of 
nervous  disorder  as  they  occurred,  that  I  am  able  to  bring 
forward  such  a  large  number  of  cases.  I  feel  sure  that  if  I 
had  been  able  to  follow  up  all  the  cases,  there  would  have 
been  comparatively  few  in  which  some  symptoms  of  affection, 
of  the  nervous  system  were  not  found.  Taking  all  the 
cases  into  account,  it  will  be  seen  that  paralysis  occurred  in 
nearly  20  per  cent. 

It  may  be  interesting  to  compare  the  results  I  have 
obtained  with  those  given  by  Cadet  de  Grassicourt,  founded 
on  about  the  same  number  of  cases.  In  937  cases  of 
diphtheria,  where  observations  were  made  with  the  greatest 
care,  he  found  128  cases  of  paralysis,  including  slight  as  well 
as  severe  forms.  Out  of  these  937  cases  497  were  fatal 
tracheotomy   cases.       His   figures,   he  says,   are   below  the 


Diphtheritic  Paralysis.  89 

truth,  because  a  very  great  number  were  not  followed  up, 
and  many  died  before  the  advent  of  paralysis.  I  must 
differ  from  him  in  one  remark  he  makes,  that  in  London 
the  frequency  with  which  paralysis  succeeds  to  diphtheria 
is  not  comparable  to  that  which  exists  in  Paris.  It  will  be 
seen  that  paralysis  has  been  commoner  in  my  series  of  cases 
than  in  his.  This  I  attribute  not  to  any  difference  in  the 
symptoms  or  sequelae  of  the  disease  in  the  two  cities,  but 
simply  to  what  I  have  already  mentioned,  that  I  watched 
many  of  the  cases  for  a  long  period,  and  that  I  carefully 
observed  the  onset  of  paralytic  symptoms  in  the  fatal  cases. 

In  a  very  interesting  memoir  on  peripheral  neuritis  by 
the  late  Dr.  Ross  of  Manchester,  published  in  the  '  Medical 
Chronicle '  for  1890,  he  quotes  the  opinion  of  Dr.  Bowman 
that  about  three  out  of  every  four  children  attacked  by 
diphtheria  suffer  from  paralysis  in  some  degree,  and  that 
there  are  only  rare  instances  in  adults  where  some  form  of 
paralysis,  however  transient,  does  not  manifest  itself. 

The  idea  which  one  gathers  from  the  accounts  of  diph- 
theria in  most  of  the  text-books  is  that  paralytic  symptoms 
only  arise  at  a  period  more  or  less  remote  from  the  mem- 
branous stage,  and  that  they  are  purely  sequelae.  Maingault, 
in  his  classical  account  of  diphtheritic  paralysis,  says  the 
first  signs  almost  always  develop  two  or  three  weeks  after 
all  morbid  phenomena  in  connection  with  the  throat  have 
ceased.  Morell  Mackenzie  says,  "  The  advent  of  the  various 
local  paralyses  is  always  gradual,  and,  as  a  rule,  they  declare 
themselves  during  the  second  and  third  week  after  the 
complete  healing  of  the  local  lesion.  Trousseau,  however,^' 
he  adds,  as  if  it  were  something  very  unusual,  ''  quotes  a 
case  in  which  they  became  manifest  three  days  before  the 
disappearance  of  the  false  membrane.^'  According  to 
Hilton  Fagge,  "  the  so-called  diphtheritic  paralyses  com- 
monly begin  during  the  second  or  third  week  after  the 
subsidence  of  the  throat  affection,  but  they  are  said  to  be 
sometimes  postponed  until  the  lapse  of  a  month  or  six 
weeks. ^^ 

Now  it  will  be  seen  from  the  review  of  the  symptoms  I 
am  about  to  give  that  paralysis  quite  frequently  sets  in 
while  the  disease  is  still  in  the  membranous  stage.      In  the 
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malignant  type  of  the  disease,  indeed,  this  is  the  rule, 
paralysis  setting  in  especially  early.  A  large  proportion  of 
cases  with  early  paralytic  symptoms  are  fatal  ones.  The 
same  holds  as  regards  the  early  loss  of  the  knee-jerk, 
Tvhich  is  generally  associated  "with  paralytic  symptoms. 

Xo  one  will  deny  that  in  many  cases  which  come  under 
treatment  for  paralysis  the  classical  description  is  perfectly 
applicable,  the  reason  being  that  in  so  many  of  the  cases 
where  paralysis  develops  early,  a  fatal  issue  occurs.  Where 
the  paralysis  appears  early,  its  occurrence  is  not  nearly  so 
striking  and  is  very  likely  to  pass  unnoticed,  because  atten- 
tion is  apt  to  be  concentrated  on  the  local  membranous  lesion. 

I  have  again  to  express  my  indebtedness  to  the  physicians 
of  the  hospital  for  permission  to  publish  both  these  observa- 
tions and  the  cases  which  follow. 


I.  Paralysis  connected  with  the  Palate  and  the   Pro- 
cesses OF  Deglutition. 

Under  this  heading  I  have  grouped  together  two  main 
conditions. 

(1)  Paralysis  of  the  soft  palate  as  shown  by  regurgitation 
to  the  nose  on  swallowing,  and  by  the  nasal  character  of  the 
voice. 

(2)  Anaesthesia  and  paresis  of  the  depressors  of  the  epi- 
glottis causing  failure  of  the  larynx  to  close  on  swallowing, 
shown  by  the  entrance  of  liquid  into  the  trachea,  its  exit 
by  the  tube  in  cases  of  tracheotomy,  and  the  coughing  efforts 
to  get  rid  of  it  through  the  larynx. 

Of  the  two,  paralysis  of  the  palate  is  much  the  better 
known,  probably  because  it  is  more  obvious.  The  second 
is,  however,  very  nearly  as  frequent  and  quite  as  important. 
Often  the  two  conditions  exist  together.  Dr.  Ross,  in  the 
memoir  I  have  already  referred  to,  quotes  an  ingenious  demon- 
stration by  Dr.  Bowman  of  the  anfesthesia  of  the  larynx  and 
upper  part  of  the  trachea.  In  cases  where  liquid  entered 
the  trachea  freely  and  excited  coughing,  he  found  that  by 
plugging  the  trachea  just  above  the  tracheotomy  wound  he 
was  able  to   stop   the   cough,  although,  of  course,   the   fluid 
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must  still  have  entered  the  larynx  and  upper  part  of  the 
trachea. 

This  form  of  laryngeal  paralysis  has  an  important  bearing 
in  practice.  It  is  very  undesirable  that  if  it  can  be  pre- 
vented food  should  be  allowed  to  pass  into  the  trachea  and 
bronchi.  Broncho-pneumonia  is  not  infrequently  set  up  in 
this  way.  To  prevent  this  result^  liquids  may  be  given  by 
the  soft  oesophageal  tube  which  may  be  passed  by  the  nose^  or 
milk  may  be  given,  as  has  been  done  in  our  wards,  thickened 
with  isinglass  to  form  a  jelly.  The  entrance  of  water  into 
the  trachea  cannot  be  so  hurtful  as  that  of  milk  or  beef  tea. 

Paralysis  affecting  the  mechanism  of  deglutition  occurred 
in  178  cases,  77  of  which  were  fatal.  The  time  at  which  it 
first  occurred  in  different  cases  is  shown  by  the  following 
table  : 


Period  of  disease. 

Days 
1-7. 

Days           Days             3rd 
8—11.        12—14.        week. 

Latei 

Fatal     . 

.     33     . 

..     19     ...     10     ...     11      .. 

.        4 

Non-fatal 

.      7    . 

..     15     ...     15     ...     30     .. 

.     34 

Total      ...     40     ...     34     ...     25     ...     41     ...     38 

Prom  this  it  will  be  seen  that  a  greater  number  were 
observed  in  the  second  week  than  at  any  other  period. 

The  table  shows  very  strikingly  the  large  proportion  of 
deaths  when  paralysis  of  this  kind  appears  early,  over 
80  per  cent,  of  the  cases  where  it  showed  itself  in  the  first 
week  being  fatal.  The  proportion  of  fatal  to  non-fatal 
cases  decreases  rapidly  with  the  length  of  the  interval  before 
paralysis  sets  in.  Out  of  the  178  cases,  in  123  there  was 
regurgitation  to  the  nose,  and  in  98  entrance  of  fluids  into 
the  trachea,  so  that  in  43  cases  the  two  symptoms  occurred 
together. 

The  latest  time  at  which  I  have  observed  paralysis  of  the 
palate  to  set  in  is  the  tenth  week.  The  duration  of  these 
forms  of  paralysis  is  very  variable,  sometimes  only  lasting  a 
few  days,  sometimes  continuing  for  some  weeks,  and  some- 
times recurring  after  temporary  cessation. 

In  eight  of  the  non-fatal  cases  paresis  of  the  pharyngeal 
muscles   was  observed  about  the  fifth  or   sixth   week.      In 


92 


Diphtheritic  Paralysis. 


these  cases  after  food  had  reached  the  pharynx  there  was 
difficulty  in  passing  it  on  into  the  oesophagus.  It  seemed 
to  stick  there,  and  the  patient  had  sometimes  to  push  it 
down  with  his  fingers. 

II.  Paralysis  op  the  Ocular  Muscles. 

Paralysis  of  accommodation  was  observed  in  thirty-six 
cases.  This  number  may  appear  small  out  of  such  a  large 
total  number  of  cases.  Considering,  however,  the  large 
number  of  early  fatal  cases,  and  of  cases  which  were  not 
followed  up,  or  where  the  children  were  too  young  to  test  for 
accommodation,  we  shall  find  that  it  really  represents  a  fairly 
high  percentage.  I  never  observed  this  form  of  paralysis 
before  the  third  week  ;  and  as  the  majority  of  cases  were  seen 
up  to  that  time,  it  cannot  be  at  all  a  common  occurrence  at 
that  stage  of  the  disease.  The  following  tables  show  the 
times  of  its  first  occurrence  and  duration. 


Time  of  first  occurrence. 

Days 
15-18. 

Days 
19—21. 

4tli 
week. 

5th            6th            7th            8tli 
week.        week.        week.       week. 

Indeter- 
minate. 

No.  of  cases 

,..      4 

...      5      ., 

,.      8      ... 

8     ...     5     ...     1     ...     4 

Duration. 

...      1 

Days 
7-14. 

Weeks 
2—3. 

Weeks                Weeks 
3—4.                  4—5. 

Weeks 
5—6. 

No.  of  cases 

13 

7 

7         ...         4 

2 

With  few  exceptions  these  were  non-fatal  cases.  It  is 
impossible  to  investigate  the  condition  of  the  accommodation 
in  a  patient  seriously  ill,  and  this  reason  alone  is  sufficient  to 
exclude  all  the  early  fatal  cases.  I  may,  however,  mention 
that  in  one  or  two  of  the  latter  cases  I  was  informed  by  the 
nurse  that  for  a  short  time  before  death  the  patient  appeared 
to  be  blind,  although  quite  conscious. 

Double  vision  or  convergent  squint,  due  to  weakness  of 
one  or  both  external  recti,  occurred  in  fifteen  cases.  In  six 
of  these  it  accompanied  the  paralysis  of  accommodation,  but 
in  the  others  it  occurred  independently.  It  occurred  like 
the  cycloplegia,  between  the  third  and  eighth  weeks,  and 
usually  lasted  about  fourteen  days.  It  was  nearly  always 
slight  in  degree. 
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III.  Sensoey  Phenomena. 

Under  this  heading  I  include  such  abnormal  sensations 
as  tingling,  numbness,  anaesthesia,  "  pins  and  needles/'  and 
pains  of  various  kinds. 

Children,  especially  the  younger  among  them,  are  not 
very  likely  to  complain  of  any  other  sensations  than  pain, 
and  it  is  practically  useless  to  make  inquiries  of  them  for 
such  troubles  as  tingling  or  numbness,  or  to  test  them  for 
anassthesia. 

The  number  of  cases  in  which  such  phenomena  were 
found  is  therefore  small. 

Tino-linsr  and  numbness  were  observed  in  twentv-one  cases. 
These  sensations  were  generally  referred  to  the  hands  and 
feet.      The  time  of  onset  is  shown  in  the  following  table  : 

Time  of  appearance. 


2ud         3rd  4th  5th  6th  7th  8th  9th       Undeter- 

week.       week.      week.       week.      week.      week.      week.       week,      rained. 

No.  of  cases    ...    1    ...    3    ...     2     ...     2     ...     4     ...     2     ...    3    ...    1     ...     3 

These  symptoms  lasted  for  periods  varying  from  a  fort- 
night to  five  or  six  weeks. 

Pains,  for  the  most  part  limited  to  the  calves,  were  com- 
plained of  in  fourteen  cases.  They  troubled  the  patient  for 
a  week  or  a  fortnight,  and  occurred  between  the  third  and 
twelfth  week,  although  most  frequently  about  the  seventh 
or  eio-hth  week.  As  I  have  alreadv  mentioned,  ansesthesia 
of  the  palate  and  larynx  was  frequently  found  at  the  time 
when  palate  paralysis  was  present.  Other  forms  of  anEes- 
thesia  I  have  not  very  often  noticed. 

IV.  Paralysis  of  the  Exteemities. 

This,  to  a  greater  or  less  degree,  was  observed  in 
forty-two  cases.  Here,  again,  one  is  unable  to  say, 
at  any  rate  as  regards  the  lower  extremities,  how  often 
and  to  what  extent  loss  of  power  occurred  in  the  early 
fatal  cases,  and  in  such  cases  as  were  kept  rigidly  in 
bed.  Paralysis  was  very  much  commoner  in  the  lower  than 
in   the  upper    extremities,   and    was  seldom  if    ever   com- 


94  Diphtheritic  Paralysis. 

plete.  As  I  mentioned  when  discussing  the  knee-jerks, 
paresis  of  the  legs  is  generally  accompanied  and  preceded 
by  loss  of  knee-jerks.  In  no  case  where  the  legs  became 
affected  did  the  knee-jerks  remain,  although  in  a  few  cases 
the  delay  in  their  disappearance  made  one  think  for  a  time 
the  cases  would  prove  exceptional.  The  loss  of  power  made 
its  appearance^  as  a  rule,  about  the  fifth,  sixth,  or  seventh 
week.  The  earliest  time  at  which  it  came  on  was  the 
second,  and  the  latest  the  sixteenth  week,  as  shown  in  the 
annexed  table. 

Week  of  onset. 
2ml.     3rd.     4th.       otli.      6th.      7th.      8lh.      9th.     10th.     11th.     l-3th.— 16th. 
Xo.of  cases  ...  1  ...  3  ...  3  ...  7  ...  5   ...   6  ...  4  ...  2  ...  4  ...   1   ...  2  ...   1 

It  lasted  from  a  fortnight  to  eight  or  nine  weeks. 

V.  Such  symptoms  as  staggering,  stumbling,  giving  way 
of  the  legs,  &c.,  were  noted  in  thirty-three  cases.  Some- 
times the  staggering  was  so  great  ^s  to  suggest  the  exist- 
ence of  cerebellar  disease.  I  have  seen  at  least  one  case, 
which  from  its  subsequent  history  I  have  no  doubt  was  one 
of  diphtheritic  paralysis,  at  first  diagnosed  as  cerebellar 
tumour.  It  was  no  uncommon  story  to  hear  from  the 
parents  that  the  children,  about  the  sixth  or  eighth  week, 
became  "  tottery  "  on  their  legs,  that  they  frequently  fell, 
and  in  consequence  bruised  themselves.  This  occurred  in 
many  cases  iu  which  no  actual  loss  of  power  was  manifest. 
Sometimes  it  preceded  the  latter.  The  knee-jerks  generally 
disappeared  in  such  cases  at  a  later  period.  As  a  rule,  this 
inco-ordination  trouble  only  lasted  a  few  weeks.  The  time 
of  its  first  occurrence  and  the  number  of  cases  are  given  in 
the  following  table  : 

Time  of  onset. 

4th       5th       6th       7th       8th       9th      10th     11th      12th     13th 
week.   week.    week.   week.   week.    week.    week.  week.    week.    week. 

No.  of  cases  ...  2  ...   5  ...   5   ...  5  ...   5  ...  4  ...   1  ...   3  ...  1  ...  1 

YI.  Other  forms  of  paralysis  were  observed  in  a  few 
instances.  Thus  in  three  or  four  cases  there  was  very 
obvious  weakness  of  the  muscles  of  the  neck,  shown  by 
fallingf  forward  of  the  head. 
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I  have  seen  paralysis  of  the  intercostal  muscles  in  only 
one  case,  and  that  a  fatal  one. 

Paralysis  of  the  diaphragm  was  observed  in  five  cases, 
two  of  which  were  fatal.  It  occurred  in  these  cases 
between  the  seventh  and  tenth  weeks. 

In  two  cases  facial  paresis  was  noticed,  and  in  one  case 
weakness  of  one  half  of  the  tongue. 

VII.  Incontinence  op  Urine. 

In  twenty  cases  transitory  incontinence  of  urine  was  ob- 
served. As  a  rule  it  lasted  only  a  few  days,  although  in 
two  instances  it  existed  for  three  weeks.  It  occurred  in  five 
cases  during  the  second  week,  in  three  during  the  third,  in 
five  during  the  fourth,  in  three  during  the  fifth,  in  one  in 
the  seventh,  in  two  in  the  ninth,  in  one  in  the  eleventh,  and 
in  one  after  six  months.  In  many  of  the  early  fatal  cases 
it  was  noted  that  the  children  had  a  frequent  desire  to  mic- 
turate, and  were  unable  to  hold  the  urine  long  after  the 
desire. 


VIII.  Laryngeal  Paralysis. 

The  commonest  form  of  this  I  have  already  alluded  to  in 
connection  with  deglutition,  namely,  the  involvement  of  the 
superior  laryngeal  nerve  producing  angesthesia  and  paresis 
of  the  depressors  of  the  epiglottis,  and  so  allowing  the  en- 
trance of  liquids  into  the  trachea  on  swallowing.  This 
afi^ection,  I  pointed  out,  was  nearly  as  common  as  paralysis 
of  the  soft  palate. 

In  a  few  cases  there  have  been  symptoms  pointing  to  para- 
lysis of  the  external  tensors  (crico-thyroid  muscles),  causing 
a  very  marked  gruffness  of  the  voice,  persisting  for  some 
weeks,  in  one  case  for  several  months.  In  others  aphonia 
has  been  observed,  lasting  similarly  a  considerable  period 
after  recovery  from  the  local  laryngeal  affection. 

Cases  have  also  been  met  with  in  which  there  have  been 
symptoms  pointing  to  involvement  of  the  abductors,  marked 
stridor  during  sleep  and  on  exertion,  and  total  inability  to 
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dispense  with  the  tracheotomy  tube  for  a  long  time  after 
the  membranous  stage. 


IX.   Cakdiac  and  Gastric  Crises. 

Symptoms  of  the  nature  of  cardiac  and  gastric  crises 
occurred  in  a  large  number  of  cases.  The  patients  were 
attacked  with  vomiting  accompanied  by  nausea,  sometimes 
by  abdominal  pain,  sometimes  by  diarrhoea,  or  by  a  tendency 
to  syncope,  pallor  of  the  face,  feeble  and  rapid  pulse. 
Attacks  of  vomiting  were  noted  in  seventy-two  cases,  exclud- 
ing, of  course,  vomiting  at  the  onset  of  the  disease.  Of 
thirty-six  cases  in  which  vomiting  occurred  in  the  first 
week,  thirty-four  died  ;  of  thirty-five  in  which  it  occurred  in 
the  second  week,  thirty- one  died  ;  of  twelve  in  which  it  oc- 
curred in  the  third,  seven  died ;  of  twelve  in  the  fourth,  two 
died;   and  of  sixteen  later,  six  died. 

The  cases  in  which  it  occurred  in  the  first  and  second 
weeks  were  of  a  very  malignant  type,  as  may  be  seen  from 
the  very  large  proportion  of  deaths.  Its  early  occurrence 
is,  therefore,  just  cause  for  alarm.  Even  at  a  later  period 
it  is  a  distinctly  unfavorable  sign.  In  such  cases  death 
usually  occurred  from  cardiac  failure.  Syncopic  attacks 
sometimes,  but  much  more  seldom,  were  met  with  without 
vomiting.  This  fact  has  an  important  practical  bearing. 
Such  cases  should  be  closely  watched.  The  patient 
should  not  be  allowed  to  sit  up.  Stimulants  should  be  kept 
in  readiness,  to  be  given  if  there  are  any  signs  of  heart 
failure. 

Such  symptoms  receive  little  notice  in  accounts  of  diph- 
theria by  English  writers,  but  a  good  deal  has  been  written 
on  the  subject  by  French  observers. 

Thus  Suss,  in  the  '  Revue  des  maladies  de  I'enfance  '  for 
1887  sums  up  the  features  of  diphtheritic  paralysis  of  the 
pneumogastric  as  follows  : — (1)  Slowing  followed  by  quicken- 
ing and  feebleness  of  pulse  ;  (2)  sometimes  dyspnoea  ;  (3) 
very  violent  gastro-intestinal  pains,  almost  always  vomiting  ; 
(4)  nearly  always  death  in  twenty-four  hours. 

Cadet  de  Gassicourt  considers  that  15  per  cent,  of  cases 
of  diphtheritic  paralysis  get  these  symptoms.      In  his  expe- 
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rience  violent  abdominal  pains  and  vomiting  show  themselves 
first.  The  pains  are  almost  constant,  and  make  the  pro- 
gnosis nearly  always  unfavorable.  Sometimes  they  are 
excruciating,  radiating  from  the  epigastrium  towards  the 
liver. 

In  most  cases  there  was  no  diarrhosa,  although  in  several 
there  was  frequent  desire  to  go  to  stool,  and  sometimes  very 
fetid  stools  were  passed.  Pulmonary  signs  were  sometimes 
completely  absent,  and  dyspnoea  was  variable.  Rapid  respi- 
ration was  not  uncommon.  Restlessness  was  extreme.  There 
was  generally  complete  refusal  of  food.  Fever  as  a  rule 
was  absent. 

X.  Cases  (2nd  series). 

The  cases  I  published  in  the  communication  already 
referred  to,  although  chosen  specially  to  illustrate  the  course 
of  the  knee-jerks,  are  no  less  appropriate  in  connection  with 
the  present  subject.  I  have  selected  out  of  the  large 
number  available  fourteen  additional  cases  to  supplement  the 
others,  and  I  have  numbered  them  in  continuation  of  the 
first  series. 

Cases  12  and  13,  like  Cases  1,  2,  3,  4  and  6,  illustrate 
the  ordinary  type  of   diphtheritic  paralysis. 

Case  14  I  give  on  account  of  the  long  continuance  of 
the  difiiculties  connected  with  deglutition. 

Case  15  illustrates  the  occasional  absence  of  paralysis  of 
the  palate. 

Case  16  is  an  example  of  the  affection  of  the  external 
recti  and  of  the  neck  muscles. 

In  Case  17  the  early  onset  of  troubles  of  deglutition  is 
interesting. 

In  Case  18  a  cardio-gastric  crisis  preceded  any  signs  of 
paralysis. 

Case  19  is  worthy  of  note  on  account  of  the  numerous 
cardio-gastric  attacks,  of  the  paralysis  of  the  diaphragm,  and 
of  the  ultimate  recovery. 

Case  20  is  the  case  I  referred  to  under  the  fifth  heading, 
where  there  was  no  actual  history  of  diphtheria,  and  where, 
the  symptoms  suggested  cerebellar  disease. 
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Case  21  is  an  instance  of  the  marked  alteration  of  the 
voice  which  is  sometimes  left  by  diphtheria. 

Case  22  is  interesting  because  of  the  complication  of 
chorea  with  diphtheria  and  paralysis. 

Cases  23  and  24  are  worth  comparing  with  Cases  7,  8,  9, 
lOj  and  1],  as  showing  the  similarity  of  the  mode  of  death 
from  diphtheritic  paralysis  at  a  later  to  that  at  an  earlier 
period. 

Case  25  is  an  instance  of  more  or  less  complete  paralysis. 

Case  12.  Diphtheria ;  paralysis  of  accommodation  ;  cough- 
ing on  swalloioing ;  regurgitation  ;  paresthesia;  paresis  of  lower 
extremities ;  loss  of  hiee-jerks  ;  no  albumen. — E.  C — ,  girl  get. 
14,  admitted  May  17th,  discharged  June  5th,  1889.  She 
was  taken  ill  about  the  middle  of  March  with  sore  throat, 
which  was  bad  for  a  fortnight.  Swallowing  was  painful,  and 
there  was  a  thick  discharge  from  the  nose.  No  doctor 
attended  her,  but  her  mother  looked  at  the  throat  and  saw 
''  white  ulcers  "  on  each  side  of  it.  Her  sister  also  was 
taken  ill  with  sore  throat. 

When  the  throat  got  well,  quite  suddenly  the  sight  became 
dim,  and  she  was  unable  to  see  either  to  read  or  to  work. 
She  was  taken  to  the  Westminster  Ophthalmic  Hospital  for 
this  dimness  of  sight,  which  lasted  about  a  month.  She 
had  no  double  vision  at  any  time. 

About  the  same  time  as  the  dimness  of  vision  came  on 
coughing  used  to  be  excited  by  swallowing,  fluids  regur- 
gitated to  the  nose,  and  she  spoke  as  through  her  nose.  This 
lasted  about  a  fortnight. 

She  had  numbness  in  the  tips  of  the  fingers  of  the  right 
hand  for  three  or  four  days  about  the  middle  of  April. 
Towards  the  end  of  April  she  had  "  pins  and  needles  "  in  the 
feet  and  numbness  down  the  back  of  the  legs  and  underneath 
the  toes,  and  this  lasted  until  the  time  she  was  admitted  to 
the  hospital.      Her  legs  seemed  stiff  and  her  feet  heavy. 

When  admitted  to  the  hospital  her  complaint  was  of 
weakness  of  the  legs.  She  was  auEemic.  Power  in  both 
legs  was  much  below  the  normal.  The  knee-jerks  were 
absent,  plantar  reflexes  present  but  sluggish.  The  arms 
were  weak,  although  not  so  markedly  so  as  the  legs.      No 
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anassthesia.      No  affection  of  deglutition.      Accommodation 
good.      Urine,  no  albumen. 

Progress. — While  in  the  hospital  the  patient  presented  no 
fresh  symptoms.  The  weakness  in  the  legs  at  first  increased 
and  then  diminished,  so  that  while  a  few  days  after  coming 
into  the  hospital  she  was  unable  to  stand  unsupported,  when 
she  left  the  hospital  on  the  5th  June  she  was  able  to  walk 
without  help. 

Case  13.  Diphtheria ;  tracheotomy ;  coughing  on  swal- 
lowing ;  paralysis  of  accommodation ;  knee-jerhs  disappear- 
ing at  end  of  sixth  week  ;  recovery. — L.  P — ,  female  set.  5, 
admitted  April  29th,  discharged  June  6th,  1889. 

She  was  taken  ill  a  few  days  before  admission  ;  breathing 
became  bad  on  April  28th. 

On  admission. — Suffering  from  dyspnoea,  some  retraction 
of  ribs.  Membrane  on  both  tonsils.  Glands  enlarged. 
Tracheotomy  at  once  performed. 

Progress. — Child  was  immediately  relieved  by  the  operation 
and  progressed  favorably.  Much  membrane  was  coughed 
up  through  the  wound  during  the  first  few  days.  On  May 
18th  I  noted,  ''  There  has  been  a  little  coughing  on  drink- 
ing all  along,  but  on  the  12th  it  became  more  marked,  and 
has  continued  so.  To-day  she  coughs  almost  as  soon  as  she 
commences  to  drink."  On  May  21st,  "  Swallows  better, 
but  still  occasional  coughing.^'  The  accommodation  was 
repeatedly  tried  by  means  of  thread  and  needle.  On  May 
14th  she  threaded  the  needle  with  ease,  but  on  May  28th 
I  noted,  ''  Quite  unsuccessful  in  her  attempts  to  thread  a 
needle.  Could  not  distinguish  between  the  eye  end  and  the 
point.  Tried  to  thread  the  sharp  end.^^  The  knee-jerks  were 
brisk  fi'om  the  commencement  until  June  3rd,  when  no 
response  was  obtained  in  one  leg,  and  only  a  feeble  one  in 
the  other. 

June  28th. — Accommodates  well.  Knee-jerk  absent  in 
right,  doubtful  in  left.  Mother  says  she  has  been  very  well 
in  every  way  since  she  was  in  the  hospital. 

August  3rd. — Knee-jerks  not  obtained. 

September  17th. — Knee-jerks  returned  fairly  brisk  ;  now 
quite  well. 
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Case  14.  Diphtheria ;  long  continuance  of  regurgitation 
to  the  nose,  and  coughing  on  swallowing . — W.  W — ,  male  aet. 
one  year  and  eight  months,  admitted  March  25th,  1889,  dis- 
charged April  24th. 

Measles,  October,  1888.  Taken  ill  with  croupy  cough  five 
days  before  admission. 

On  admission. — Emaciated  and  pale.  A  few  patches  of 
membrane  on  both  tonsils.  Glands  enlarged.  Knee-jerks 
not  obtained. 

Progress. — April  6th. — Regurgitation  to  nose,  and  a  good 
deal  of  coughing  on  swallowing.  13th. — Occasional  regur- 
gitation of  fluids  to  nose.  18th. — Knee-jerks  present  ;  no 
regurgitation.      No  other  signs  of  paralysis. 

About  the  middle  of  May  difficulty  in  swallowing  returned. 

On  June  28th  I  noted,  ''  Coughing  and  choking  on 
swallowing  occasionally  now.  Knee-jerks  present.  "Very 
well  in  other  respects." 

August  10th,  seen  again.  Mother,  when  asked  how  he 
was,  said  at  once,  "  He  seems  so  weak  in  right  knee  ;  when 
he  walks  it  goes  under  him  and  he  can't  save  himself  from 
falling.  This  happens  very  frequently."  She  said  she 
forgot  to  mention  it  the  last  time  he  was  here,  but  it  had 
lasted  for  two  months  or  so.  There  is  still  coughing  on 
drinking  and  regurgitation  from  nose  at  times.  Profuse  per- 
spirations about  head  at  night.      Both  knee-jerks  present. 

September  17th. — Knee-jerks  brisk.  Still  said  to  be  weak 
on  legs  and  troubled  with  cough  on  swallowing.  Still  pro- 
fuse perspirations. 

Case  15.  Diphtheritic  paralysis  without  the  palate  being 
involved. — G.  R — ,  set.  16,  admitted  under  Dr.  Payne, 
August  4th,  1888.  Two  months  previously  throat  sore  for 
one  week. 

About  a  week  after  the  sore  throat  he  found  he  could 
not  see  to  read.  Everything  became  dim  after  looking  at  a 
book  for  a  few  seconds.      This  lasted  about  ten  da3^s. 

Next,  numbness  in  the  feet  came  on  after  jumping  in 
water.  The  numbness  and  coldness  became  gradually  worse 
in  the  feet,  and  the  fingers  became  affected. 

On  admission  he  was  unable  to  stand  without  assistance. 
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Knee-jerks  absent  on  both  sides.  Grasp  of  right  hand 
weaker  than  the  left ;  considerable  loss  of  power  in  flexor 
muscles  of  legs. 

Progress. — Knee-jerks  still  absent  when  discharged, 
September  Sth.  He  then  walked  fairly  well,  but  did  not 
raise  the  feet  well.      No  albuminuria. 

Case  16.  Diphtheria;  paralysis  of  external  recti;  paresis 
of  neck  muscles  and  of  lower  extremities. — W.  G — ,  boy  set. 
4^,  admitted  under  Dr.  Ord,  June  30th,  1887,  discharged 
August  23rd. 

Six  weeks  previously  he  had  a  sore  throat  and  was 
very  ill  for  fourteen  days.  A  fortnight  before  admission  the 
mother  first  noticed  the  child  hung  his  head  down.  A  few 
days  later  he  began  to  stagger  in  walking,  and  he  had  not 
walked  since. 

Condition  on  admission. — Well  nourished.  Head  could 
only  be  moved  from  side  to  side  and  slightly  up  and  down. 
It  tended  to  fall  forward  when  the  boy  sat  up,  and  when 
pushed  back  it  was  with  difficulty  brought  forward  again. 

Eyes. — Paralysis  of  external  rectus  on  both  sides,  but 
more  marked  on  left.  Pupils  act  to  light  and  accommo- 
dation.     Fundi  normal. 

Intercostal  spaces  only  slightly  raised  during  inspiration. 
Diaphragm  acted  well. 

No  return  of  fluids  through  nose,  but  occasional  choking 
on  swallowing.  Speech  thick,  nasal,  and  indistinct.  Anaes- 
thesia of  soft  palate. 

Legs  weak  ;  gait  slow  and  cautious ;  feet  turned  out- 
wards, lifted  off  the  ground  but  little,  and  brought  down 
flat.      Child  inclined  to  lean  on  something  for  support. 

Knee-jerks  absent.  Plantar  reflexes  brisk.  No  loss  of 
control  over  evacuations.      Urine,  no  albumen. 

Progress. — The  squint  was  hardly  noticeable  by  July  11th, 
and  had  disappeared  by  August  1st.  The  swallowing  also 
improved.  The  legs  became  weaker  for  a  time.  The  knee- 
jerks  were  still  absent  when  the  patient  left  the  hospital. 

Case  17.  Diphtheria;  early  paralysis  of  palate  and  of 
accommodation  ;   incontinence  of  urine. — Lily  L — ,  aet.  7,  was 
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taken   ill   on    July  1st,  1889,  with   sore  throat,  having  pre- 
viously been  out  of  sorts  for  a  day  or  two. 

Next  day  she  was  admitted  to  the  hospital  with  dyspnoea 
and  a  croupous  cough.  There  was  membrane  to  be  seen 
on  the  tonsils  and  uvula.  The  knee-jerks  were  present. 
Slight  albuminuria. 

By  July  7th  the  membrane  had  disappeared,  and  the  child 
was  better  in  every  way. 

On  the  6th,  when  taking  her  milk,  she  choked,  and  some 
of  it  came  out  from  the  nose,  and  this  had  previously  hap- 
pened once  before.  She  had  no  repetition  of  this  difficulty, 
but  later  her  voice  became  slightly  nasal. 

On  the  9th  and  10th  she  had  incontinence  of  urine. 

On  the  17th  it  was  found  that  she  had  failure  of  accommo- 
dation ;  while  previously  she  had  threaded  a  needle  easily, 
she  was  now  unable  to  do  it,  and  she  could  only  just  tell  the 
letters  of  the  larger  sized  print. 

The  affection  of  accommodation  increased  and  continued 
until  August  28th,  lasting  therefore  for  six  weeks. 

The  knee-jerks  were  quite  brisk  when  she  was  seen  on 
the  24th  and  31st  of  July,  but  on  the  7th  of  August  they 
were  found  to  be  absent,  and  were  still  absent  on  Sep- 
tember 18th. 

She  was  troubled  with  night  sweats  during  August. 

Case  18.  Diphtheria;  car dio- gastric  attach;  paralysis  of 
accommodation  ;  aphonia. — C.  K — ,  girl  set.  10,  admitted 
under  Dr.  Harley  for  diphtheria  November  3rd,  1884,  dis- 
charged January  13th,  1885. 

Illness  commenced  on  October  28th.  On  admission, 
membrane  on  uvula,  tonsils,  and  pillars  of  fauces.  Urine, 
one  fifth  albumen. 

Was  allowed  to  get  up  on  November  14th  and  loth,  but 
was  sick  and  got  blue  in  the  face,  so  was  kept  in  bed 
subsequently. 

On  November  24th  it  was  noted  that  the  sight  was  dim, 
and  that  patient  could  not  speak  above  a  whisper. 

By  December  9th,  however,  the  sight  had  so  much 
improved  that  she  could  read.  The  voice,  however,  returned 
more  slowly.     There  is  no  note  of  the  knee-jerks. 

No  other  paralysis  recorded. 
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Case  19.  Diphtheria  ;  albuminuria  ;  paralysis  of  palate  and 
accommodation;  cardio-gastric  attachs ;  paralysis  of  dia- 
phragm, 8fc.;  recovery. — A.  B — ,  girl  £et.  15,  was  taken  ill 
on  June  6tli  with  sore  throat,  for  which  she  was  admitted 
under  Dr.  Sharkey  on  June  lOtli,  1892.  There  was  mem- 
brane on  the  tonsils  and  fauces,  which  were  a  good  deal 
swollen.  The  urine  contained  a  trace  of  albumen.  There 
was  an  attack  of  epistaxis  on  the  evening  of  admission. 
The  membrane  continued  until  the  22nd.  The  amount  of 
albumen  in  the  urine  increased,  and  there  was  a  good  deal 
present  during  the  second  and  third  weeks.  Vomiting 
occurred  twice  on  the  19th,  and  again  on  the  20th  and  21st. 
Fainting  attacks  occurred  on  the  21st.  Eegurgitation  to 
the  nose  was  first  noticed  on  the  25th,  when  the  patient 
was  again  sick.  Patient  became  very  faint  and  collapsed 
on  the  27th.  Failure  of  accommodation  was  first  noticed 
on  July  2nd,  and  lasted  some  weeks.  Pain  in  the  left  calf 
troubled  the  patient  from  July  4th  to  6th.  She  had  a 
fainting  attack  on  July  14th,  when  she  was  again  sick. 
On  July  24th  slight  paralysis  of  the  left  external  rectus  and 
of  the  right  side  of  the  face  was  first  noticed.  On  July  25th 
it  was  observed  that  the  patient  was  very  short  of  breath, 
that  she  was  unable  to  cough,  that  she  had  to  stop  for  breath 
several  times  when  she  tried  to  count  up  to  ten,  and  that  the 
epigastrium  was  drawn  in  with  inspiration  whether  respira- 
tion was  natural  or  forced.  This  affection  of  the  diaphragm 
continued  about  fourteen  days.  The  knee-jerks  were  noted 
absent  on  July  29th.  On  leaving  the  hospital  on  September 
15th  the  knee-jerks  were  still  absent,  but  all  the  paralytic 
symptoms  had  disappeared,  except  that  the  grasp  of  the 
right  hand  was  weaker  than  that  of  the  left. 

Case  20.  Inco-ordination ;  paralysis  of  external  recti ; 
loss  of  knee-jerks  ;  difficulty  of  diagnosis  j  supposed  cerehellar 
tumour  ;  complete  recovery. — W.  H.  G — ,  set.  5^,  admitted 
under  Dr.  Bristowe  February  14th,  discharged  March  22nd, 
1889. 

Scarlet  fever,  September,  1888,  varicella  in  October, 
measles  in  December.      No  history  of  sore  throat. 

On  January    26th   he   fell   as  he  was  running.      He  was 
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able  to  walk  home,  but  on  the  next  day  he  could  not  walk. 
On  January  29th  a  peculiarity  in  the  eyes  was  noticed  by 
his  mother. 

The  child,  who  was  very  intelligentj  said  that  coughing 
had  been  excited  by  swallowing  a  short  time  before  admis- 
sion.     Never  regurgitation  through  nose. 

On  admission  gait  unsteady,  with  tendency  to  fall  to  either 
side.  Double  vision  in  all  positions.  The  left  eye  hardly 
moved  to  the  left  of  the  middle  line,  and  the  right  did  not 
go  to  the  outer  canthus.      All  other  movements  good. 

Knee-jerks  absent.      Superficial  reflexes  brisk. 

Accommodation  good,  can  thread  a  needle  successfully. 

Progress. — Child  steadily  improved.  The  double  vision 
disappeared  by  February  26th.  By  March  9th  the  stagger- 
ing had  disappeared.  Child  had  no  headache,  no  vomiting, 
and  was  always  bright  and  cheerful. 

When  he  went  out  the  knee-jerks  were  still  absent. 

The  boy  was  seen  again  June  20th.  He  seemed  quite 
well  in  every  respect,  but  the  knee-jerks  were  still  absent. 

August  9th. — Boy  seen  again.  The  knee-jerks  had 
returned,  and  he  seemed  well  in  every  respect. 

The  mother  gave  me  the  following  history.  About  a 
week  before  Christmas  he  was  taken  ill  with  measles,  his 
brother  being  also  ill  with  the  same  complaint.  He 
had  only  a  slight  attack,  and  the  rash  did  not  come  out 
well.  He  made  no  complaint  of  his  throat,  and  swallowed 
well  throughout.  About  the  end  of  January  she  noticed 
that  he  would  choke  and  cough  when  he  swallowed  liquids. 
Soon  after  this  his  eyes  were  affected  with  squinting.  He 
next  began  to  stagger  when  walking,  so  that  she  thought  he 
had  St.  Vitus's  dance. 

I  have  no  doubt  the  case  was  one  of  diphtheritic  para- 
lysis. About  the  time  the  boy  had  measles  a  number  of 
cases  where  diphtheria  complicated  this  disease  were  ad- 
mitted to  the  hospital. 

Case  21.  Diphtheria  of  larynx;  tracheotomy;  gruff, 
harsh,  deep  voice  during  convalescence,  probably  due  to  para- 
lysis of  external  tensors  of  larynx  ;  loss  of  knee-jerks. — C.  C — , 
male  aet.  6,  admitted  January  80th,  discharged  April  llth. 
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Measles  nine  weeks  before  admission.  Difficulty  of  breathing 
for  two  weeks. 

On  admission. — Much  dyspnoea.  Tracheotomy  performed 
at  once. 

Progress. — No  paralytic  symptoms  developed,  with  the 
exception  of  alteration  of  voice,  which  became  very  deep, 
harsh,  and  gruff,  and  remained  so.  The  knee-jerks  were 
brisk  throughout  the  stay  in  the  hospital.  There  were  very 
profuse  perspirations. 

June  28th. — Voice  still  as  harsh  and  gruff  as  before. 
Knee-jerks  not  obtained.      Still  perspires  very  much. 

August  10th. — Voice  unaltered.  Knee-jerks  brisk.  Still 
profuse  perspirations.      Very  well  in  other  respects. 

September  17th. — Voice  unaltered.  Only  slight  perspira- 
tions now.     Knee-jerks  brisk.     Quite  well  in  other  respects. 

Case  22.  Diphtheritic  -paralysis  a  short  time  after  recovery 
from  chorea. — J.  S — ,  a  boy  aet.  9,  was  in  the  hospital 
under  Dr.  Harley  from  January  16th  to  February  24th, 
1889,  for  an  attack  of  chorea,  from  which  he  recovered. 
He  had  a  sore  throat  while  in  the  hospital,  but  it  was  so 
slight  that  no  note  was  made  regarding  it.  The  first  week 
after  he  left  the  hospital  he  had  dimness  of  vision,  and  saw 
double  for  about  a  week.  He  had  also  about  the  same  time 
some  difficulty  in  swallowing.  For  some  four  days  before 
he  was  brought  a  second  time  to  the  hospital  his  legs  had 
become  weak,  and  he  was  apt  to  fall  down  on  walking. 

He  was  admitted  for  this  on  April  8th,  1889,  and  re- 
mained until  June  9th. 

He  could  walk  fairly  well,  but  said  he  soon  became  tired. 
The  right  arm  and  leg  seemed  weaker  than  the  left.  No 
choreic  movements.  Knee-jerks  feeble.  Urine,  a  trace  of 
albumen. 

On  April  17th  I  noted  "  knee-jerks  not  obtained.  Palate 
moves  well.     Good  reflex. '^ 

April  23rd. — "  Slight  paresis  of  palate  as  made  out  by 
more  careful  examination. '^ 

The  knee-jerks  were  persistently  absent  after  this  date. 

May  6th. — Stands  and  walks  with  legs  widely  apart. 
Would  stumble  unless  assisted  in  walking.      Sensation  good 
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on  palate,  but  no  reflex  movement  on  touching.  No  numb- 
ness anywberej  no  "  pins  and  needles/^ 

May  ISth. — Gait  as  before  ;  legs  wide  apai't,  unsteady. 

June  Sth. — Walks  very  much  better,  but  knee-jerks  still 
absent. 

August  9tli. — Seen  again.  Knee-jerks  still  absent.  He 
walks  much  better.  Mother  says  he  still  stumbles  some- 
times, as  if  from  his  legs  giving  way,  but  he  never  now  falls 
right  down  as  he  frequently  would  do  when  he  was  last 
seen. 

September  27th, — Seen  again.  Knee-jerks  still  absent, 
although  he  now  walks  well. 

Case  23.  Diphtheritic  paralysis ;  cardio-gastric  crises ; 
death. — W.  C — ,  aet.  4,  was  taken  ill  with  a  bad  sore  throat 
about  the  middle  of  June,  1888.  He  soon  after  had 
difficulty  in  swallowing,  attended  with  choking  and  regur- 
gitation to  the  nose.  His  voice  grew  weak  and  nasal.  He 
gradually  lost  the  power  of  walking. 

He  was  admitted  to  the  hospital  on  the  18th  of  August, 
under  the  care  of  Dr.  Ord.  Although  weak  on  his  legs  he 
could  walk  a  short  distance  fairly  well.  In  drinking  he 
choked  a  little.  His  speech  was  nasal,  and  so  indistinct 
that  it  was  difficult  to  make  out  what  he  said. 

The  knee-jerks  were  absent. 

He  got  rapidly  weaker.  On  the  22nd  he  had  severe 
attacks  of  vomiting  about  ten  minutes  after  he  was  fed, 
which  was  done  with  the  nasal  tube.  These  attacks  were 
said  to  be  accompanied  by  dyspnoea,  which  was  probably 
the  result  of  cardiac  failure,  as  it  was  accompanied  by  pallor 
and  blueness  coming  on  suddenly.  During  the  night  and 
day  following  he  had  two  or  three  such  attacks  without 
vomiting.  On  the  evening  of  the  23rd  he  was  noticed  to 
get  suddenly  blue  without  any  alteration  in  his  breathing, 
and  he  died  quietly  without  a  struggle. 

Case  24.  Diphtheritic  paralysis;  cardio-gastric  crisis; 
death. — R.  D — ,  boy  get.  10,  admitted  under  care  of  Dr. 
Ord,  June  17th,  1886,  died  July  6th. 

Four  weeks  before  admission  he  suffered  from  bad  sore 
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throat.  Soon  after  the  throat  got  well  he  noticed  that  fluids 
returned  down  his  nostrils.  It  was  also  noticed  that  he 
squinted. 

Condition  on  admission. — Thin  boy,  with  double  internal 
squint,  defective  vision,  nasal  voice,  and  difficulty  in  swal- 
lowing. 

Marked  paralysis  of  both  external  recti,  but  no  diplopia. 
Paralysis  of  accommodation.      Fundus  normal. 

Speech  nasal.  The  labials  h  and  j;/ become  v  and  /  respec- 
tively. The  palate  hangs  flaccid  and  irritation  causes 
no  reflex  movement.  He  cannot  swallow  quickly,  and 
when  he  attempts  to  do  so  liquids  are  forced  into  the 
nose.  He  is  unable  to  whistle.  Sensation  diminished  in 
lips,  tongue,  palate,  fauces,  and  tonsils. 

Knee-jerks  present,  but  slight ;  plantar  slight.  Xo 
affection  of  bladder  or  rectum.     Urine,  two  thirds  albumen. 

Progress. — The  albumen  in  the  urine  gradually  diminished 
and  disappeared  by  June  28th,  being  absent  subsequently. 
The  patient  had  attacks  of  vomiting  on  the  28th,  29th,  and 
30th  of  June,  and  on  1  st  of  July,  but  otherwise  appeared  to 
be  doing  well.  On  the  5th  he  was  again  attacked  with 
vomiting,  the  temperature  rose  to  103°,  and  the  patient  died, 
apparently  from  cardiac  failure,  the  same  eveninc^. 

Post-mortem. — There  was  a  small  superficial  haemorrhao-e 
of  the  size  of  half  a  crown  upon  the  upper  portion  of  the 
vertex  of  the  right  hemisphere.  The  lower  lobe  of  the  left 
lung  was  consolidated,  but  the  inflammation  appeared  to  be 
passing  off,  and  collapse  was  a  prominent  feature. 

Case  25.  Diphtheria;  paralysis;  death. — A.  P — ,  o-irl 
aet.  4,  admitted  under  Dr.  Harley  for  diphtheria,  November 
4th,  and  died  December  10th,  1887. 

Illness  commenced  on  October  31st,  when  the  mother 
noticed  a  rash.  Throat  became  sore  on  the  2nd  November. 
Admitted  with  membrane  on  right  tonsil.  Glands  enlaro-ed. 
Urine,  four  fifths  albumen. 

November  21st. — Throat  still  a  little  congested,  but  much 
less.  Only  a  small  quantity  of  albumen.  Child  very  weak, 
but  no  obvious  paralysis.      Knee-jerks  not  obtained. 

November    26th. — Voice   nasal,    but   no   return    of    food 
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through  nose.  Knee-jerks  still  absent.  Urine,  one  eighth 
albumen. 

December  9th. — Quite  unable  to  stand  or  sit  up  or  to 
hold  head  up  when  held  upright.  Saliva  runs  out  of  mouth 
when  lying  in  bed.  Great  difficulty  in  swallowing,  which 
excites  coughing.  Voice  nasal.  Disinclined  to  speak.  In 
respiration  much  more  action  of  diaphragm  than  of  inter- 
costals.      Knee-jerks  absent.      Heart's  action  regular. 

December  10th. — Got  rapidly  worse  and  died. 

No  post-mortem  examination. 
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MEDICAL    SUPEHINTENDEM    SOUTH-WESTEEN   FEVEB   HOSPITAL,    STOCKWELL. 


It  is  a  matter  of  considerable  difficulty  in  treating  of 
any  disease  to  lay  down  a  hard  and  fast  line  between  what 
should  properly  be  considered  a  complication,  and  what 
with  equal  propriety  might  be  regarded  as  a  symptom  of  the 
disease  itself. 

This  is  in  part  due  to  our  uncertainty  as  to  the  intimate 
nature  of  the  particular  morbid  process  concerned,  and  our 
ignorance  of  its  precise  limits  ;  and  to  some  extent  to  the 
loose  way  in  which  the  term  complication  is  variously 
applied,  both  to  a  diseased  action  having  a  close  pathological 
connection  with  the  malady  in  question,  and  again  to  any 
condition  which  in  its  nature  is  merely  an  accident  retarding 
recovery.  Perhaps  in  no  disease  is  this  difficulty  more 
apparent  than  in  the  case  of  scarlet  fever.  In  the  latter 
connection,  the  application  of  the  term  complication  to  any 
such  rare  condition  as  pleurisy,  which  is  occasionally  done, 
would  be  hardly  less  consistent  than  would  be  the  extension 
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of  the  term  to  embrace  a  strangulated  hernia  or  a  broken 
leg  contracted  during  the  course  of  the  illness. 

But  in  the  case  of  scarlet  fever^  even  assuming  that  we 
strictly  limit  the  term  complication  to  those  appearances 
which  by  their  relative  frequency,  and  the  analogy  of  their 
morbid  processes,  we  are  justified  in  regarding  as  directly 
dependent  on  the  action  of  the  scarlatinal  poison,  we  are 
occasionally  confronted  with  a  manifestation  such  as  rhinor- 
rhcea,  which  by  some  would  be  regarded  as  a  complication, 
while  by  others  it  would  be  viewed  rather  as  an  essential 
symptom  of  the  disease.  To  my  mind  this  muco-purulent 
rhinorrhoea  presents  no  more  claim  to  be  considered  a 
complication  than  does  the  swollen  ulcerated  condition  of  the 
fauces  or  the  infiltration  of  the  glands  and  cellular  tissue 
associated  with  it,  which  together  serve  to  mark  at  an  early 
stage  the  severe  and  septic  type  of  the  attack. 

Although  in  the  present  state  of  our  knowledge  no  logical 
definition  is  possible,  yet,  recognising  the  confusion  in  terms 
which  exists,  some  sort  of  distinction  between  complications 
and  symptoms  is  at  least  a  matter  of  clinical  convenience. 
It  will  be  well,  therefore,  before  proceeding  further,  that  I 
should  distinctly  state  what  I  regard  as  a  complication  as  a 
basis  for  the  following  observations. 

I  would  define  a  complication  as  '*  an  affection  which  has 
a  distinct  tendency  to  arise  during  the  course  of  any 
particular  illness,  but  of  which  the  appearance  is  the 
exception  rather  than  the  rule.  It  must,  therefore,  be 
regarded  as  a  contingent  rather  than  a  necessary  pheno- 
menon of  that  disease. ^^ 

Having  regard  to  the  fact  that  scarlet  fever  is  a  disease 
of  such  extensive  prevalence,  the  amount  of  attention 
devoted  to  the  consideration  of  its  complications  in  the  text- 
books of  medicine  seems  hardly  proportionate  to  the  im- 
portance of  the  subject.  It  would  seem,  therefore,  that  the 
statement  of  a  few  more  detailed  facts,  in  connection  with 
their  nature,  their  prognostic  significance,  and  the  conditions 
concerned  in  their  incidence,  may  not  be  without  practical 
value.  At  the  same  time  it  should  be  remembered  that  the 
complications  of  scarlet  fever  are  attended  with  nothing  like 
the  same  relative  fatality  as   obtains  in  the  case   of  certain 
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other  members  of  the  infectious  group,  e.  g.  measles  and 
enteric  fever. 

The  large  proportion  of  deaths  attributable  to  scarlet  fever 
are  due  rather  to  the  severity  of  the  attack  in  its  acute  stage 
than  to  any  of  its  later  developments. 

The  following  list  gives  the  percentage  incidence  of  com- 
plications arising  in  the  scarlet  fever  cases  completed  in  the 
South- Western  Fever  Hospital  during  the  last  three  years, 
numbering  4015  : 

Otitis  (with  discharge)  occurred  in  11'05  per  cent. 

Adenitis  (cervical)  „  8*74        „ 

Rheumatism  (articular)  „  4*50  „ 

Albuminuria  (simple)  „  4'28  „ 

Nephritis  (acute)  „  3'41  „ 

Eczema  „  2*11  „ 

Ulcerative  stomatitis  „  1*96  „ 

Tonsillitis  (secondary)  „  1'64  „ 

Bronchitis  „  1'12  „ 

Conditions  complicating  recovery  which  occurred  in  less 
than  1  per  cent  are  disregarded. 

It  may,  however,  be  mentioned  that  relapses,  i.  e.  un- 
doubted cases  of  scarlet  fever  which  showed  a  second  attack 
before  leaving  the  hospital,  were  met  with  in  '87  per  cent, 
of  cases.  This  is  nearly  in  accord  with  the  result  noted 
in  a  larger  number  of  cases  previously  treated,  in  which 
the  percentage  of  relapses  came  out  at  '6  per  cent. 

Otitis  (454). — This  may  occur  either  in  the  form  of  a  simple 
inflammation  of  the  external  auditory  canal,  with  possibly 
more  or  less  involvement  of  the  membrana  tympani,  in  which 
case  it  is  but  a  trivial  affection  of  short  duration ;  or,  as  is 
far  more  common,  in  the  form  of  an  otitis  media,  followed 
by  a  more  or  less  profuse  muco-purulent  discharge.  The 
collection  of  inflammatory  products  pent  up  in  the  tympanic 
cavity,  if  not  let  out  by  incision,  will  soon  relieve  itself  by 
rupture  of  the  membrane. 

That  this  affection  is  usually  due  to  an  extension  of  the 
naso-faucial  inflammation  along  the  Eustachian  tube  with 
narrowing  of  its  calibre  is,  I  think,  fairly  certain, — at  any 
rate,  when  it  appears  early  in  the  attack,  before  the  throat 
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inflammation  has  subsided.  It  is  possible  that  the  patho- 
logy of  the  condition  when  it  arises  at  a  later  date  during 
convalescence  may  bear  a  different  interpretation,  and  be 
more  directly  connected  with  the  special  susceptibility  of 
epiblastic  structure  to  the  action  of  the  scarlatinal  poison,  as 
suggested  by  Dr.  Astley  Gresswell ;  for  there  is  no  manner 
of  doubt  that  the  complication  is  one  directly  related  with 
the  youth  of  the  patient,  a  time  when  the  differentiation 
of  the  blastodermic  layers  is  less  complete  than  in  after 
years. 

The  distinctive  signs  of  the  affection  are  pain  in  the 
ear,  great  tenderness  over  the  cartilaginous  portion  of  the 
canal,  irritability  of  temper  with  more  or  less  fever,  followed 
usually  after  one  to  three  days  by  rapid  loss  of  the  pain, 
tenderness,  and  temperature  on  the  appearance  of  the  dis- 
charge. The  glands  immediately  beneath  the  ear  are 
usually  enlarged  and  tender,  and  may  remain  so  for  several 
days.      They  occasionally  suppurate. 

The  otitis  may  arise  at  any  stage  of  the  scarlatinal 
attack  after  the  first  few  days.  Severe  cases  are  much 
more  liable  to  the  complication  than  mild  ones,  and  in  such 
instances  it  usually  appears  earlier  in  the  attack,  viz.  about 
the  end  of  the  first  week  of  illness.  It  is  essentially  an 
affection  of  early  childhood,  the  liability  decreasing  with 
each  year  of  life.  After  fifteen  years  it  is  very  rare,  but 
there  is  a  tendency  even  in  adults  for  old  ear  mischief  to  be 
lighted  up  by  the  scarlatinal  attack.  The  influence  of  sex 
is  negative. 

The  discharge  usually  ceases  after  from  two  to  four 
weeks'  treatment,  but  in  exceptional  instances  cure  may  not 
be  effected  in  less  than  three  or  four  months.  Suppuration 
of  the  mastoid  but  rarely  threatens,  and  timely  incision  down 
to  the  bone  will  be  usually  successful  in  averting  further 
trouble.  In  this  series  of  450  cases  of  the  complication, 
only  one  necessitated  the  use  of  the  trephine.  In  this  case 
communication  was  established  with  the  tympanic  cavity 
through  the  bone,  and  the  case  terminated  favorably. 
Whether  further  trouble  Avill  ensue  later  on  in  any  of  these 
cases  it  is  impossible  to  predict  ;  but  as,  with  the  exception 
of   some  half   a  dozen,  in   which    the    disease   was   of   old 
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standing,  all  discharges  had  ceased  before  the  patients  were 
sent  home,  there  is  reason  to  hope  that  such  result  will  not 
be  of  frequent  occurrence.  My  belief  is  that  the  danger  of 
later  developments,  at  any  rate  in  hospital-treated  cases  of 
scarlatinal  otitis,  is  much  overstated,  and  that  the  majority 
of  those  cases  of  pyaemia  connected  with  chronic  otorrhoea 
which  are  met  with  in  the  general  hospitals  are  dependent  on 
a  scarlatinal  attack  treated  in  the  patient^s  own  home,  cases 
in  which,  by  neglect,  a  septic  condition  of  the  middle  ear  is 
allowed  to  develop  with  subsequent  extension  to  bone.  It 
is  a  mistake,  however,  to  regard  fcetor  of  discharge,  which 
is  the  rule  even  in  the  early  stage,  to  be  necessarily  con- 
nected with  boue  disease.  An  additional  fact  which  justifies 
me  in  my  belief  that  the  very  large  majority  of  these 
hospital-treated  cases  of  scarlatinal  otitis  are  really  cured,  is 
that  it  is  the  rarest  thing  to  find  evidence  of  impairment  of 
hearing  in  patients  at  the  time  of  their  being  sent  home, 
although  allowance  must  be  made  for  the  difficulty  in 
determining  the  relative  acuteness  of  hearing  in  young 
children. 

Adenitis  (351). — The  affection  referred  to  is  a  somewhat 
rapid  swelling  of  one  or  more  of  the  cervical  glands,  either 
behind  the  jaw,  or  deeper  placed  under  the  sterno-mastoid, 
occurring  during  the  stage  of  convalescence,  the  tempera- 
ture having  been  normal  perhaps  for  from  one  to  three 
weeks.  It  is  attended  with  a  fresh  rise  of  temperature, 
which  remains  elevated  for  a  longer  or  shorter  period, 
dependent  on  whether  the  gland  proceeds  to  suppuration  or, 
as  more  frequently  occurs,  resolves.  In  the  latter  case  the 
temperature  returns  to  normal  usually  within  three  days. 
Its  fall,  like  its  rise,  is  frequently  somewhat  sudden. 

The  gland  swelling,  which  occurs  early  in  the  scarlatinal 
attack  in  connection  with  an  inflamed  throat,  is  not  here 
referred  to.  This,  which  in  some  degree  is  common  to  all 
cases  with  any  throat  affection  worth  speaking  of,  may  vary 
from  a  very  slight  glandular  fulness  up  to  the  most  severe 
condition  of  gland  infiltration,  attended  with  enormous 
swelling  of  neck  and  a  profuse  muco-purulent  rhinorrhoea, 
all  of  which  are  directly  dependent  on  a  septic,  ulcerative 
inflammation  of  fauces  and  tonsils.      In  such  cases  the  con- 
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dition  is  really  one  of  septic  adeno-cellulitis,  and  is  sometimes 
described  by  the  term  "bull-neck."  Sucb  cases  are  ex- 
cluded because  they  are  part  and  parcel  of  a  severe  attack 
in  its  acute  stage,  and  partly  because  they  are  due  to  an 
obvious  primary  cause,  precisely  in  the  same  way  that  a 
gland  swelling  is  seen  as  a  direct  consequent  on  pediculi  or 
an  eczema  capitis. 

The  condition  to  which  I  refer  would  seem  to  be  a  primary 
pyrexial  adenitis,  occurring  at  a  late  stage  of  the  disease, 
and  unconnected,  as  far  as  can  be  seen,  with  any  local  exciting 
cause.  In  its  pathology  it  would  appear  to  be  more  directly 
related  to  those  cases  of  sudden  gland  swelling  arisiug  as  a 
result  of  what  is  called,  for  want  of  a  better  name,  "  taking 
a  chill,"  whatever  that  really  means. 

These  cases  of  adenitis  are  often  seen  to  arise  in  groups 
at  about  the  same  time  in  patients  located  in  different  parts 
of  the  hospital.  It  is  met  with  about  equal  frequency  at  all 
times  of  the  year,  and  I  have  not  been  able  to  establish  any 
clea,r  connection  with  either  cold,  damp,  diet,  or  habits.  The 
fact  of  its  occurrence  in  groups  in  the  way  I  have  indicated 
appears  to  suggest  a  wide-spread  causative  influence,  such  as 
some  varying  atmospheric  or  soil  condition.  It  is  more  often 
met  with  in  patients  the  subject  of  albuminuria,  especially  in 
those  who  have  developed  a  distinct  nephritis. 

It  is  a  complication  rarely  met  with  after  the  fourth  week 
of  illness,  being  more  common  in  the  second  than  the  third 
and  the  third  than  the  fourth.  It  is  far  more  common  before 
the  age  of  puberty  than  afterwards,  and  is  perhaps  more 
frequent  after  severe  than  mild  attacks.  No  special  liability 
in  connection  with  sex  is  apparent.  The  affection  always  ter- 
minates in  recovery.  About  one  third  of  the  cases  suppurate, 
and  it  is  always  wise,  in  opening  such  collection,  to  make  use 
of  a  drainage-tube  in  view  of  the  tendency  there  is  to  the 
formation  of  a  residual  abscess. 

Articular  rheumatism  (181). — Rheumatism  of  sufficient 
intensity  to  give  rise  to  elevation  of  temperature,  pain, 
tenderness,  and  distinct  effusion  into  the  joints  is  a  common 
complication.  Its  most  frequent  seat  is  the  smaller  rather 
than  the  larger  joints ;  the  arms  suffer  more  frequently 
than  the  legs,   the   hands   and   wrists  than   the   elbows   or 
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shoulders,  and  the  ankles  than  the  knees  or  hips.  Most 
frequently  of  all  it  appears  in  the  metacarpo-phalangeal 
joints  and  the  wrists^  but  evinces  a  certain  tendency  to 
migrate. 

There  are  good  reasons  why  it  should  be  regarded  as 
pathologically  akin  to  ordinary  acute  rheumatism,  though 
differing  in  certain  respects.  It  is  very  prone  to  arise 
in  persons  who  have  been  subject  to  antecedent  attacks 
of  acute  rheumatism,  although  these  cases  are  in  the 
minority.  It  shows  the  same  tendency  to  move  from  joint 
to  joint  but  in  a  less  degree,  and  it  is  readily  amenable  in 
most  instances  to  the  action  of  salicine  and  the  salicylates. 
On  the  other  hand,  it  is  less  severe  than  ordinary  acute 
rheumatism,  its  natural  bent  being  more  towards  recovery  ; 
it  is  unattended  with  the  acid  perspirations  and  the  creamy 
furred  tongue  so  characteristic  of  that  condition,  and  it 
shows  but  little  tendency  to  affect  the  fibrous  tissues  of  the 
heart  or  pericardium.  Moreover  the  joints  are  more  prone 
to  take  on  a  suppurative  action  leading  to  a  condition  of 
pyasmia  than  is  seen  in  relation  with  the  ordinary  rheu- 
matic process. 

It  is  far  more  common  in  adults  and  in  older  children 
than  in  young  ones,  and  affects  females  in  much  larger 
proportion  than  males.  It  arises  independently  of  season 
or  temperature,  being  equally  common  in  the  summer 
and  early  autumn  months  as  in  the  colder  seasons.  Its 
time  of  onset  is  remarkably  constant,  viz.  the  fifth,  sixth, 
or  seventh  day  of  illness,  at  a  time  when  the  rash  is  just 
disappearing  and  the  temperature  falling  to  normal.  It  is 
more  common  in  connection  with  severe  attacks  than  with 
mild  ones  ;  cases  characterised  by  an  intense  rash  and 
copious  peeling  are  more  often  affected  than  the  mild  ones, 
and  it  is  in  cases  such  as  these,  especially  if  of  the  septic 
type  with  ulcerated  fauces,  that  the  joint  affection  has  a 
tendency  to  assume  the  suppurative  form.  The  prognosis 
in  ordinary  cases  is  good,  the  affection  usually  yielding 
readily  to  treatment  with  the  salicine  compounds. 

The  cardiac  structures  are  rarely  involved,  probably  in 
less  than  3  per  cent.  In  those  exceptional  instances  in 
which  the  joints  suppurate  the  elbow  and  sterno-clavicular 
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joints  seem  to  be  earliest  and  most  frequently  affected.  In 
the  former  case  early  evacuation  of  the  joint  with  antiseptic 
irrigation  is  usually  followed  by  the  best  results. 

Albuminuria  (172). — This  number  does  not  represent  the 
total  number  of  cases  in  which  albumen  of  every  degree  was 
observed  in  the  urine.  Cases  of  acute  nephritis  are  not  in- 
cluded, uor  are  those  instances  in  which  only  a  faint  and 
transient  cloud  was  noted  on  examination  of  the  urine  for 
less  than  three  consecutive  days.  Besides  which  the  urines 
during  normal  convalescence,  unless  any  special  indication 
existed,  were  only  tested  twice  a  week,  and  in  infants  it  was 
not  always  possible  to  examine  the  urine  with  absolute  regu- 
larity. 

The  test  employed  was  a  delicate  one,  viz.  the  addition  to 
the  urine  of  an  equal  bulk  of  a  saturated  solution  of  picric 
acid,  plus  one  drop  of  acetic  acid  to  the  drachm.  A  good 
plan  in  systematic  testing  for  albumen  is  to  employ  the  cold 
nitric  acid  test  by  way  of  confirmation  to  any  urines  giving 
a  positive  result  with  the  picric  acid.  In  this  way  the  pos- 
sible fallacies  are  reduced  by  the  exclusion  of  peptones  and 
mucin. 

The  incidence  of  scarlatinal  albuminuria  in  patients  treated 
in  hospital  wards  is  not  so  great  as  is  usually  supposed.  It 
must  be  remembered,  however,  that  the  inclusion  of  three  or 
four  beaten-up  eggs  in  the  diet  of  an  adult  will  produce 
albuminuria  by  simple  diffusion.  In  this  series  the  amount 
of  easily  diffusible  albumen  given  in  the  diet  was  not  sufficient 
to  give  signs  of  its  presence  in  the  urine,  so  that  instances 
of  albuminuria  due  to  this  cause  were  not  to  be  expected. 

That  those  cases  of  albuminuria  in  which  a  faint  cloud  only 
could  be  obtained  with  picric  acid  for  less  than  three  consecu- 
tive days  may  be  safely  absolved  from  ha\nng  any  pi'ognostic 
significance,  I  believe,  owing  to  the  fact  that  they  do  not  show 
any  tendency  to  recurrence,  nor  does  the  urine  on  careful 
microscopical  examination  yield  evidence  of  containing  any 
renal  product.  But  in  reference  to  cases  of  albuminuria  of 
greater  degree,  it  is  an  admittedly  difficult  thing  to  draw  a 
distinct  line  of  demarcation  between  them  and  those  which 
are  deserving  of  the  name  acute  nephritis,  because  cases  of 
acute  nephritis  vary  so  widely  in  the  severity  and  constancy 
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of  their  symptoms.  Nor  must  it  be  forgotten  that  certain 
very  exceptional  cases  of  nephritis  are  met  with  in  which 
though  the  clinical  signs  and  post-portem  appearances  are 
characteristic  of  the  disease,  yet  the  urine,  even  on  careful 
daily  examination,  has  shown  no  sign  of  albumen.  I  have 
met  with  three  such  instances. 

Pathologically,  the  difficulty  of  separating  the  two  condi- 
tions is  greater  still,  because  the  constancy  with  which  kidney 
changes  are  present  in  cases  of  uncomplicated  scarlet  fever 
is  a  matter  of  dispute,  and  the  opportunity  of  verifying  the 
presence  of  substantive  disease  of  the  kidney  in  cases  of 
simple  albuminuria,  so  called,  is  of  rare  occurrence. 

For  my  own  part,  I  hold  strongly  to  the  belief  that  although 
changes  in  the  renal  tissue  are  by  no  means  necessarily 
present  in  an  ordinary  attack  of  scarlatina,  yet,  where 
either  simple  albuminuria  of  any  degree  or  acute  nephritis 
does  supervene,  it  is  due  to  essentially  the  same  morbid 
process,  varying  perhaps  simply  in  its  intensity,  or  may  be, 
in  virtue  of  a  special  vulnerability  of  the  particular  sub ject^s 
kidney. 

The  assumption  that  a  simple  albuminuria  and  a  nephritis 
are  both  the  expression  of  the  same  morbid  action,  varying 
mainly  if  not  entirely  in  respect  to  its  degree,  is  supported 
by  certain  facts  observed  in  connection  with  their  develop- 
ment. Their  relative  prevalence  in  a  particular  outbreak 
or  in  a  particular  ward  is  in  agreement ;  they  both  tend  to 
arise  under  the  same  conditions  of  environment ;  deficient 
ventilation,  over-crowding  of  wards,  especially  with  acute 
cases,  climatic  changes,  chiefly  in  respect  to  atmospheric 
humidity,  all  have  an  appai'ent  influence  in  determining  the 
appearance  of  them  both.  It  may  be  noticed  in  passing 
that  cold,  per  se,  seems  to  be  without  influence,  but  cold  in 
conjunction  with  damp  is  often  followed  by  the  appearance 
of  fresh  cases.  They  both  show  a  tendency  to  develop  at 
the  same  stage  of  the  illness,  viz.  during  the  second  and 
third  week  (most  frequently  the  tenth  to  the  twenty-first  day) . 

The  age  liability  also  is  in  agreement,  the  susceptibility 
to  both  affections  being  fairly  constant  from  the  second 
year  of  life  to  the  fifteenth,  after  which  age,  however,  cases 
of  simple  albuminuria  are  relatively  more  common  than  those 
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of  acute  nephritis.  The  fact  also  that  there  is  as  great  a 
tendency  for  cases  of  simple  albuminuria  to  develop  acute 
nephritis  as  there  is  for  cases  of  acute  nephritis,  if  neglected, 
to  relapse,  is  additional  evidence  in  the  same  direction. 

That  kidney  complication  is  less  frequently  met  with  in 
cases  of  scarlet  fever  treated  in  hospital  than  it  is  in  those 
treated  in  their  own  homes,  at  any  rate  amongst  the  poorer 
classes,  I  have  no  doubt ;  and  it  is  quite  possible  that  this  is 
in  part  referable  to  the  fact  that  during  their  illness  the 
patients  are  kept  under  more  favorable  atmospheric  condi- 
tions, and  also  to  the  fact  that  the  action  of  the  skin  is 
encouraged  by  the  employment  of  frequent  and  periodical 
warm  baths,  commenced  directly  the  temperature  has  reached 
the  normal,  and  continued  during  the  stage  at  which  the 
renal  susceptibility  is  at  its  greatest. 

Cases  of  postural  albuminuria  are  occasionally  met  with, 
and  it  is  probable  that  their  pathology  is  of  a  more  complex 
nature.  The  very  large  proportion  of  patients  who  have 
been  the  subjects  of  simple  albuminuria  completely  lose 
their  albumen  in  a  few  weeks,  and  I  cannot  call  to  mind  an 
instance  of  a  scarlatinal  patient  being  discharged  with 
albumen  in  the  urine  who  had  not  previously  suffered  from 
a  definite  attack  of  acute  nephritis. 

Acute  nepTiritis  (137). — Although,  as  we  have  seen,  it  is 
not  easy  to  draw  a  distinction  between  certain  mild  cases  of 
nephritis  and  those  of  simple  albuminuria,  in  the  large  pro- 
portion the  symptoms  of  a  profound  inflammatory  affection 
of  the  kidney  are  sufficiently  pronounced  to  warrant  the 
designation  "  acute  nephritis."  They  are  not,  however,  so 
numerous  as  those  following  under  the  head  of  "  simple 
albuminuria."  If  we  regard  the  two  classes  as  simply  an 
expression  in  different  degree  of  the  same  diseased  action, 
and  include  both  groups,  the  percentage  of  cases  showing 
renal  affection  in  this  series  of  4015  attacks  comes  out  at 
7-69. 

The  symptoms  of  onset  are  in  the  majority  of  cases 
sudden  and  pronounced,  comprising  headache,  vomiting, 
often  a  rigor,  drowsiness,  sudden  elevation  of  temperature 
to  103^  or  104"^,  the  appearance  of  blood  and  albumen  in  the 
urine,  and   a   greater    or    less  degree  of  suppression.      The 
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period  of  suppression  corresponds  usually  with  the  febrile 
stage,  and  is  seldom  at  its  height  until  the  second  or  third 
day,  by  which  time  the  excretion  may  have  fallen  to  3  or  4 
ounces,  often  with  frequent  desire  to  pass  water.  The  skin 
is  hot  and  dry,  the  pulse  excitable,  the  respiration  rapid,  the 
tongue  dry,  and  by  this  time  there  is  usually  evidence  of 
slight  anasarca,  best  seen  in  the  face,  loins,  hands,  and  feet. 
The  febrile  stage  usually  lasts  from  three  to  six  days,  and 
the  temperature  is  very  variable,  often  fluctuating  between 
97°  and  102°  or  104°  several  times  during  this  period.  In 
my  experience  it  is  hardly  ever  sustained  for  twenty-four 
hours  at  a  stretch,  but  is  of  a  strikingly  "  spiked  "  character 
when  charted.  The  pulse,  which  has  been  variable  both  in 
rhythm  and  strength,  not  infrequently  becomes  preter- 
naturally  slow  and  full  towards  the  end  of  the  week,  by 
which  time  the  urine  is  becoming  excreted  in  greater 
quantity.  In  a  smaller  proportion  of  cases  the  onset  is 
much  more  gradual,  the  febrile  signs  being  preceded  by 
the  appearance  and  gradual  increase  of  albuminuria  for 
several  days.  In  these  cases  the  condition  does  not  at  any 
time  look  so  alarming,  but  the  prognosis  is  less  favorable, 
and  when  recovery  ensues  it  is  usually  more  protracted. 

Hsematuria  in  some  degree  is  a  constant  symptom,  but 
anasarca  to  any  extent  is  rare.  The  nephritis  is  often 
associated  with  adenitis,  and  not  infrequently  with  rheuma- 
tism, which  has  probably  preceded  it.  Acute  nephritis,  like 
simple  albuminuria,  most  frequently  arises  during  the  latter 
part  of  the  second  and  the  third  week.  In  a  small  number 
of  cases  it  appears  as  late  as  the  fourth  week.  It  is  most 
frequent  in  cold,  damp,  or  "  muggy ''  weather.  All  ages 
are  liable  to  it,  but  it  is  less  frequent  after  puberty.  Sex 
seems  to  be  without  influence  up  to  fifteen  years,  but  at  a 
later  age  males  are  more  liable.  Nephritis  is  as  common 
after  mild  attacks  of  undoubted  scarlet  fever  as  after  severe 
ones. 

The  prognosis  in  nephritis  arising  in  patients  while  in 
hospital  is  good.  During  last  year,  of  2148 .  consecutive 
admissions  65  developed  nephritis  in  the  hospital,  of  which 
4  died  and  2  were  discharged  with  chronic  albuminuria 
after   six  months'  treatment  ;  whereas  of   12  patients  who 
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were  admitted  suffering  from  scarlatinal  nephritis^  4  died 
and  3  were  discharged  with  chronic  albuminuria  after  a 
prolonged  residence.  Now  although,  as  regards  the  latter 
class,  the  results  were  more  than  usually  unfavorable,  yet 
the  facts  are  striking,  and  are  in  confirmation  of  results 
previously  noted  in  a  much  larger  series  of  cases. 

Death  in  scarlatinal  nephritis  is  almost  invariably  due  to 
the  advent  of  one  of  the  three  following  conditions,  arranged 
in  their  order  of  frequency  :  uraemia,  suppurative  inflamma- 
tions, or  acute  pulmonary  oedema,  of  which  the  last  is  by 
far  the  most  frequently  fatal  in  its  results. 

Eczema  (86). — The  parts  most  often  affected  are  the 
face,  the  scalp,  and  the  ears.  In  the  latter  case  it  is 
usually  found  at  the  junction  of  the  ear  with  the  side  of  the 
head,  within  the  groove  of  the  helix,  and  round  the  external 
auditory  meatus,  where  it  is  directly  dependent  on  the 
irritant  effect  of  an  otorrhoea.  The  same  condition  is 
noticed  round  the  external  nares  and  on  the  upper  lips, 
where  also  it  is  usually  connected  with  a  discharge  from 
the  nasal  passages.  It  commonly  assumes  the  impetiginous 
form,  and  is  greatly  aggravated  by  the  child  being  allowed 
to  pick  the  affected  spots.  In  this  way  it  may  be  trans- 
mitted to  the  chin  or  any  other  part.  It  is  far  more 
frequent  in  young  children  than  in  older  patients,  and  more 
often  affects  those  on  a  meat  diet.  Not  infrequently  it  is 
associated  with  ringworm  of  the  scalp.  Eczema  is  more 
common  in  the  winter  months  than  in  the  warmer  seasons, 
and  is  very  liable  to  supervene  in  children  whose  faces 
have  become  chapped  by  previous  exposure.  Most  cases 
yield  readily  enough  to  treatment,  but  eczema  of  the  scalp 
is  occasionally  very  intractable.  A  great  deal  depends  on 
the  amount  of  care  and  attention  bestowed  by  the  nurse, 
and  it  is  above  all  things  important  to  attend  to  the  dis- 
charge in  connection  with  which  it  has  developed.  Although 
all  young  children  are  to  a  considerable  extent  liable  to 
impetiginous  eczema,  yet  it  far  more  frequently  arises  in 
connection  with  scarlatina  than  with  any  other  infectious 
disease. 

Ulcerative  stomatitis  (80). — The  condition  here  referred 
to  varies  enormously  in  the  severity  of  its  manifestation  s 
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It  most  frequently  begins  as  a  simple  sponginess  of  gum, 
often  in  connection  with  a  carious  tooth.  Ulceration  then 
appears  at  its  free  border,  with  a  tendency  to  bleed  on 
being  touched.  The  diseased  action  next  tends  to  spread 
laterally,  and  affects  either  the  adjacent  border  of  the 
tongue  or  the  buccal  surface  of  the  cheek  or  lip.  The 
disease  may  stop  at  this  point,  and  remain  limited  to  the 
appearance  of  a  few  shallow  ulcers  with  an  angry-looking 
margin  and  a  greyish  floor,  in  conjunction  with  the  spongy 
ulcerated  condition  of  the  gum  before  referred  to.  Such 
cases  are  invariably  attended  with  a  moist  and  somewhat 
brownish  coating  to  the  tongue,  a  certain  degree  of  saliva- 
tion with  enlargement  of  the  submaxillary  lymphatics,  and 
a  distinctive  foetor  of  the  breath.  They  are  unaccompanied 
by  any  rise  of  temperature  or  serious  constitutional  disturb- 
ance. 

In  other  cases,  however,  it  may  be  very  different.  The 
ulceration  of  the  gums  rapidly  spreads  and  assumes  a 
necrotic  form.  The  teeth  become  loose  or  fall  out ;  the 
ulcers  on  the  tongue,  lip,  and  cheek  take  on  a  fungating 
character,  or  actual  sloughs  may  appear  in  the  latter  situa- 
tion, and  eventually,  if  the  case  be  left  to  itself,  involve  the 
whole  thickness  of  the  cheek.  A  black  incrustation  forms 
on  the  teeth,  and  the  temperature  may  be  raised  several 
degrees  with  signs  of  profound  constitutional  depression. 

Cases  of  this  degree  of  severity,  deserving  the  name  noma, 
are  of  rare  occurrence,  and  if  taken  early  may  be  cured  by 
energetic  treatment.  Nothing  short  of  immediate  and  com- 
plete destruction  of  the  diseased  surface,  if  necessary  under 
chloroform,  will  avail.  I  have  never  lost  but  one  such  case, 
and  in  that  instance  the  patient  was  also  the  subject  of 
measles  with  broncho-pneumonia,  and  his  condition  was 
too  precarious  to  allow  of  radical  treatment. 

Ulcerative  stomatitis  complicating  scarlet  fever  is  essen- 
tially a  disease  of  young  children,  being  practically  unknown 
after  the  age  of  puberty.  It  shows  no  special  connection 
with  either  sex  or  season,  but  is  most  common  in  strumous 
subjects,  and  in  those  who  are  suffering  from  or  who  have 
recently  had  measles. 

There     is     a     distinct    predisposition    for     the    diseased 
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mucous  membrane  to  become  infected  with  diphtheria,  and 
I  have  seen  three  cases  of  ulcerative  stomatitis  arising  in 
the  ordinary  manner  in  which  this  complication  supervened, 
and  ultimately  proved  fatal  by  involvement  of  the  larynx. 

There  is  little  doubt  that  those  cases  of  ''buccal  diphtheria" 
reported  by  Bretonneau  as  occurring  in  the  French  army 
in  1818,  and  those  which  are  described  as  affecting  the 
same  troops  in  the  Nile  campaign,  were  in  reality  cases  of 
diphtheria  implanted  on  a  scorbutic  ulceration  of  the  mouth. 
The  simple  affection  is  contagious,  and  great  care  should  be 
taken  in  reference  to  cups,  spoons,  handkerchiefs,  &c.,  used 
by  its  subjects.  Many  and  various  micro-organisms  are 
present  in  the  mouth  in  such  cases  ;  the  one  I  have  found 
most  constant  is  a  large  diplococcus  growing  well  in  glyce- 
rine agar  at  33°  to  37°  C. 

Tonsillitis  {secondary)  {Q6). — This  affection  when  simple 
is  not  of  great  importance  in  itself,  but  is  interesting  in  so 
far  as  it  tends  to  arise  under  conditions  which  are  also 
favourable  to  the  development  of  that  most  grave  of  all 
complications  to  which  scarlet  fever  patients  are  liable,  viz. 
diphtheria.  Into  the  question  of  this  liability  I  am  not  pre- 
pared to  enter  here,  as  the  subject  is  much  too  wide  to  be 
discussed  in  a  brief  summary  such  as  this,  beyond  which  its 
incidence  in  this  hospital,  I  am  glad  to  say,  has  never  been 
in  anything  like  1  per  cent,  of  cases. 

I  will  content  myself  with  the  statement  that  its  appear- 
ance to  a  great  extent  seems  to  be  influenced  by  conditions 
of  soil,  climate,  and  ward  hygiene. 

Secondary  tonsillitis  is  very  much  more  frequent  in  adults 
and  older  children,  in  females,  and  in  those  who  have 
previously  been  subject  to  it.  Severity  of  attack,  damp 
weather,  and  over-crowding  of  wards  with  acute  cases  exert 
a  marked  influence.  It  is  rarely  severe,  and  suppuration  is 
infrequent.  The  liability  seems  to  be  about  equal  at  all 
stages  of  convalescence. 

Bronchitis  (55). — The  affection  when  appearing  in  a  scarla- 
tinal patient  presents  nothing  unusual  in  its  characters.  It  is 
most  frequent  during  cold  weather,  chiefly  affecting  young 
children,  in  whom  it  usually  appears  at  an  early  stage  of  the 
illness.      It  is  rarely  of  any  prognostic  importance  except  in 
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children,  wlio  are  specially  susceptible  in  virtue  of  previous 
attacks. 

Amongst  other  conditions  incidental  to  convalescence,  but 
of  which  the  occurrence  is  sufficiently  rare  to  make  it  doubt- 
ful whether  they  should  be  regarded  as  having  any  direct 
connection  with  the  action  of  the  scarlatinal  poison,  may  be 
mentioned  urticaria,  herpes,  psoriasis,  abscess,  cellulitis, 
boils,  and  ophthalmia.  It  should  also  be  remembered  that 
scarlet  fever  convalescents  are  very  liable  to  take  the  infec- 
tion of  any  other  member  of  the  group  to  which  they  may 
be  exposed,  in  this  respect  showing  an  equal  liability  with 
convalescents  from  any  other  acute  disease. 

In  order  to  briefly  summarise  the  influences  which  operate 
to  a  greater  or  less  extent  in  determining  the  appearance  of 
the  various  complications,  it  may  be  well  to  add  a  few 
remarks  under  the  following  headings. 

1.  Age. — The  wide  variation  in  liability  to  the  different 
affections  in  connection  with  age  is  well  brought  out  in  the 
following  table,  which  deals  with  their  percentage  incidence 
amongst  2078  cases  completed  during  the  year  1892. 


Age  periods. 

0—4. 

5-9. 

10—14. 

15—19. 

Over  20. 

All  ages. 

Otitis 

18-5 

101 

4-1 

0-7 

2-5 

9-91 

Adenitis     . 

11-7 

100 

8-3 

1-4 

2-5 

9-19 

Rheumatism 

0-4 

45 

9-0 

99 

13-6 

5-53 

Albuminuria 

4-4 

3-2 

2-0 

5-6 

51 

3-52 

Nephritis   . 

3-6 

3-7 

3-6 

0-7 

0'8 

3-32 

Eczema 

3-8 

1-3 

06 

00 

00 

1-58 

Tonsillitis  (secondary) 

0-2 

11 

2-9 

1-4 

2-5 

1-44 

Ulcerative  stomatitis 

3-4 

1-1 

0-4 

0-7 

0-0 

1-39 

Alb.  and  nephritis  combined 

8-0 

6-9 

5-6 

6-3 

5-9 

6-83 

It  will  be  seen  that  during  the  first  quinquennium  the 
liability  to  otitis,  ulcerative  stomatitis,  and  eczema  is  very 
greatly  in  excess  of  what  obtains  in  after  years.  Adenitis, 
too,  is  higher,  but  in  a  less  degree.  The  tendency  to 
rheumatism  and  tonsillitis  is  very  slight,  viz.  "2  and  "4 
respectively.  Nephritis  and  albuminuria  are  seen  in  pro- 
portions which  vary  but  slightly  from  the  mean. 

During  the  second    quinquennium   the  preponderance  in 
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favour  of  otitis,  adenitis,  ulcerative  stomatitis,  and  eczema  is 
still  marked,  but  to  a  less  extent ;  whereas  rheumatism  has 
become  ten  times  more  frequent,  and  tonsillitis  five  times, 
albuminuria  and  nephritis  remaining  much  the  same. 

In  the  third  quinquennium,  otitis,  ulcerative  stomatitis, 
and  eczema  have  fallen  considerably  below  the  mean,  and 
adenitis  too,  but  to  a  less  extent.  Rheumatism  and  tonsillitis 
are  above  the  mean,  both  being  about  twice  as  frequent  as 
they  were  in  the  previous  age  period.  Albuminuria  and 
nephritis  remain  at  practically  the  same  level. 

In  the  fourth  quinquennium  otitis  and  ulcerative  stomatitis 
have  almost  disappeared,  and  eczema  quite.  Adenitis  is 
only  about  one  tenth  as  frequent  as  it  was  in  the  first  quin- 
quennium. 

Secondary  tonsillitis  and  albuminuria  are  about  on  the 
same  level,  but  acute  nephritis  has  fallen  to  one  fifth  of  the 
frequency  seen  in  the  preceding  age  period.  Rheumatism 
is  still  on  the  increase,  and  is  now  considerably  in  excess  of 
any  other  complication. 

At  ages  over  twenty  years  the  numbers  are  so  small  (122) 
that  the  inferences  are  weakened.  It  will  be  seen,  however, 
that  the  percentage  of  rheumatism  has  risen  to  13*6  and 
tonsillitis  to  2-5,  the  former  being  thirty-four  times  and  the 
latter  ten  times  as  frequent  as  they  were  during  the  first  age 
period.      Otitis  and  adenitis  are  comparatively  rare. 

Albuminuria  is  seen  at  5-1  per  cent.,  having  remained 
fairly  constant  right  through,  but  acute  nephritis  is  met 
with  in  only  '8  per  cent.,  the  drop  at  fifteen  years  having 
been  maintained. 

Although  the  numbers  from  which  this  table  is  calculated 
are  not  large  (2078),  the  results  are  quite  in  harmony  with 
those  obtained  in  a  more  extensive  series  of  cases.  It  is, 
therefore,  of  value  in  emphasising  the  enormous  influence 
which  age  exerts  on  the  relative  susceptibility  to  the  various 
complications  of  scarlet  fever. 

2.  Sex. — The  influence  of  sex  in  respect  to  most  of  the 
complications  is  but  slight,  but  some  variation  is  seen  in  the 
case  of  tonsillitis  and  rheumatism,  females  being  more  liable 
than  males  in  the  proportion  of  3  to  1  and  2  to  1  respectively. 

3.  Season. — In  connection  with  the  development  of  otitis, 
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rheumatism,  and  ulcerative  stomatitis,  it  seems  to  be  without 
influence.  Albuminuria  and  nephritis,  however,  are  seen  as 
a  rule  in  somewhat  greater  proportion  during  the  winter 
and  late  autumn  months,  but  cold  frosty  weather  is  not 
infrequently  characterised  by  a  diminished  liability  to 
kidney  trouble.  The  aggregation  of  a  comparatively  larger 
number  of  acute  cases  in  hospital  wards,  as  is  usually  found 
necessary  during  the  last  quarter  of  the  year  in  consequence 
of  the  seasonal  extension  of  the  disease,  certainly  seems  to 
be  in  part  responsible  for  the  increased  incidence  of  kidney 
affection  which  is  often  noted.  The  greatest  influence  of 
season,  however,  is  apparent  in  connection  with  the  develop- 
ment of  eczema,  bronchitis,  and  to  a  less  extent  of  tonsillitis, 
all  of  which  are  more  prevalent  in  the  cold  winter  and  early 
spring  months. 

4.  Severity  of  attack. — This  certainly  has  a  direct  bearing 
on  the  frequency  with  which  otitis,  adenitis,  I'heumatism, 
and  ulcerative  stomatitis  are  developed,  the  last  complica- 
tion being  still  more  frequent  in  attacks  which  are  also 
complicated  by  measles. 

Severity  of  attack  most  usually  finds  expression  in  the 
septic  form  which  the  disease  assumes,  and  its  nature  is 
often  evinced  by  the  increased  tendency  to  the  development 
of  later  suppurative  inflammation. 

The  liability  to  affection  of  the  kidneys,  as  I  have  already 
stated,  does  not  seem  to  bear  any  relation  to  mildness  or 
severity  of  the  primary  attack. 

5.  Environment. — If  the  term  be  used  in  the  Darwinian 
sense  to  express  the  sum  of  the  various  external  conditions 
capable  of  exerting  any  influence  whatsoever  on  the  indivi- 
dual, it  must  be  taken  to  include  not  only  such  extrinsic 
agents  as  temperature,  ventilation,  atmospheric  and  soil  condi- 
tions, but  also  the  clothing,  feeding,  nursing,  and  even  the 
medical  treatment  of  the  patient  as  well. 

It  must  be  admitted  that  such  influences  in  a  certain  pro- 
portion of  cases  directly  determine  either  a  favorable  or  a 
fatal  result.  In  a  larger  proportion  of  cases,  without  claim- 
ing so  much  as  this,  it  seems  indicated  that  the  chances  of  a 
rapid  and  uninterrupted  recovery  are  directly  related  to  the 
suitability  of  the  patient^s  environment. 
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Speaking  generally,  I  believe  that  patients  of  the  hospital 
class,  who  are  mainly  susceptible  children,  do  better  under 
hospital  conditions  than  if  treated  in  their  own  homes,  which 
are  often  over-crowded,  ill-ventilated,  dark,  and  dirty.  It  is 
not  so  much  perhaps  that  the  action  of  the  scarlatinal  poison 
is  controlled,  but  that  the  system  becomes  better  fitted  to 
resist  it,  and  that  secondary  hostile  influences,  whether 
microbic  or  not,  are  counteracted  by  an  improved  hygiene 
and  a  skilled  and  attentive  nurse. 

The  ill  effects  of  over-crowding  and  bad  ventilation  are  made 
visible  by  the  appearance  of  kidney  affections  and  secondary 
throat  inflammations,  often  diphtheritic  in  their  nature.  The 
duration  and  septicity  of  ulcerations  and  inflammatory  dis- 
charges are  directly  influenced  by  the  frequency  and  com- 
pleteness with  which  the  diseased  part  is  cleansed,  and  the 
liability  to  later  manifestations  is  correspondingly  diminished. 
This  is  a  matter  of  the  highest  importance  in  view  of  the 
tendency  which  there  is  for  suppurative  or  pyasmic  affections 
to  supervene  on  an  ordinary  attack  of  the  septic  type. 

So  that,  without  claiming  too  much,  it  may  be  asserted 
that  not  only  may  the  relative  incidence  and  duration  of  the 
accepted  complications  be  influenced,  but  that  occasionally 
the  type  of  the  scarlatinal  attack  itself  may  be  modified  by 
the  comparative  suitability  of  its  surroundings. 


INTEEMITTENT   ALBUMmURIA. 


By  T.  CEANSTOUN  CHAELES,  M.D. 


Although  the  question  has  been  a  very  disputed  one^  I 
think  it  may  now  be  accepted  that  albumen  is  occasionally 
present  in  the  urine  of  healthy  persons  ;  but,  on  the  other 
hand,  to  assert  that  there  is  a  trace  that  may  be  regarded  as 
physiological  in  all  or  in  most  urines  is  certainly,  in  my 
opinion,  going  much  too  far.  I  have  repeatedly  examined 
large  quantities  of  fresh  normal  urines,  with  the  greatest 
possible  care  as  to  cleanliness,  and  in  their  residues,  ob- 
tained by  evaporation  at  low  temperatures  under  reduced 
pressures,  have  entirely  failed,  except  in  a  few  unusual 
cases,  to  find  even  traces  of  albumen. 

The  number  of  observers  who  have  detected  albumen  in 
healthy  subjects  is  very  considerable,  and  I  shall  briefly 
enumerate  here  a  few  of  them  with  the  results  they  obtained. 
Capitan  found  albuminuria  in  44  per  cent,  of  the  soldiers, 
and  in  41  per  cent,  of  the  children  he  examined  ;  Posner, 
in  100  per  cent,  of  the  70  cases  under  his  care  ;  Chateauberg, 
in  592  out  of  701,  or  in  84  per  cent. ;  Leube,  in  4"2  per  cent, 
of  the  healthy  soldiers  examined  by  him  in  the  morning, 
and  in  16  per  cent,  of  the  evenings'  urines,  especially  after 
the  men  had  marched  and  paraded  many  hours  ;  and 
Gi-rainger  Stewart,  in  37'5  per  cent,  in  a  series  of  505 
examinations.  These  results,  as  well  as  those  of  Beneke, 
Edlefesen,  Firrol,  and  Fiirbringer,  all  point  to  the  conclusion 
that  an  albuminuria  may  exist  without  any  diseased  condition 
being  present  to  account  for  it. 
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For  the  last  fifteen  years  or  so  my  own  attention  has  also 
been  drawn  to  the  frequent  occurrence  of  this  form  of 
albuminuria,  and  I  append  here  some  of  the  results  I  have 
obtained  : 

1.  With  apparently  healthy  students — examinations  ex- 
tending over  seven  years — 258  mid-day  urines  examined 
— albumen  present  in  34  =  13"1  per  cent. 

2.  With  50  healthy  soldiers,  average  age  twenty-three  to 
thirty-eight,  albumen  in  3  of  morning  urines,  and  in  7  of 
evening  urines  passed  after  moderate  drill ;  that  is  =  6  per 
cent,  and  14  per  cent,  respectively. 

3.  Series  of  experiments  made  at  several  times  during  the 
last  four  years  in  a  large  training  college  in  London  with 
which  I  am  connected  as  physician  :  (a)  Men  (^t.  18  to  24) 
living  in  college  ;  after  their  term  examination,  and  before 
leaving  for  their  summer  holidays  ;  72  cases  of  after-dinner 
urine  examined,  albumen  in  24  (in  the  form  of  albumose  in 
5,  and  of  peptone  in  2)=  33-3  per  cent.  ;  51  urines  passed 
after  rising  in  the  morning,  albumen  in  7  (of  which,  albu- 
mose in  3)  =  13*7  per  cent.  {b)  Men  from  counti-y — board 
school  teachers,  &c., — up  for  examination,  before  admission 
to  which  110  cases  were  examined.  Urines  passed  after 
early  breakfast,  albumen  in  30  (of  which  7  were  peptone 
or  albumose)  =  27*2  per  cent. ;  51  of  same  men,  after-dinner 
urine,  albumen  in  16  (albumose  3,  peptone  7)  =  31"3per  cent. 
(c)  50  urines  examined  after  early  dinner,  albumen  in  12 
(albumose  4,  peptone  5)  =  24  per  cent,  {d)  102  men — 
urines  examined  during  middle  of  term.  Albumen  was 
present  in  7  cases  of  the  urine  passed  before  breakfast  = 
6*7  per  cent.,  and  in  16  cases  after  breakfast  (albumose  5, 
peptone  4)  =  15*6  per  cent.  (e)  48  after-breakfast  urines 
contained  albumen  in  12  (9  albumose,  1  peptone,  2  albu- 
min) =•  25  per  cent. 

4.  Special  cases  observed   among    friends    and    patients, 
(a)  Anxiety  or  over-pressure  of  business  among  members  of 

the  Stock  Exchange,  large  speculators,  candidates  for  the 
Civil  Services  and  army,  medical  students  under  examina- 
tion, 41  cases.  In  11  of  the  students  the  albuminuria  dis- 
appeared completely,  but  in  1  there  has  been  a  tendency  to 
its  occasional  recurrence. 
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(&)  Interference  with  the  'pulmonary  circulation. — That 
artificial  compression  of  the  thorax  causes  albuminuria  has 
been  shown  experimentally  by  Schreiber_,  who  has  produced 
it  in  20  out  of  26  individuals.  In  addition  he  noted  the 
appearance  of  hyaline  cylinders  and  coloured  corpuscles. 
The  only  parallel  case  of  this  kind  which  has  come  under 
my  notice  has  been  that  of  a  stout  young  lady^  in  whose 
urine  I  accidentally  discovered  albumen  the  morning  after 
she  had  been  to  a  dance  ;  she  was  accustomed  to  lace 
herself  very  tightly,  and  the  lacing  was  carried  higher 
than  is  usually  done,  so  that  some  compression  was  exer- 
cised upon  the  breasts.  With  the  abandonment  of  tight 
lacing,  the  albumen  disappeared.  In  this  case  there  was 
no  cardiac  hypertrophy,  nor  any  increase  in  arterial  ten- 
sion ;  and  numerous  hyaline  cylinders  were  frequently 
present. 

(c)  In  3  patients  with  healthy  kidneys,  but  with  mar'ked 
and  obstinate  constipation,  albuminuria  continued  for  some 
time.  In  4  lads  also  it  was  noticed.  The  albuminuria  here 
may  be  in  part  ascribed  to  some  interference  with  the  cir- 
culation, and  to  alteration  in  the  blood-pressure,  but  it  may 
also  be  in  part  of  a  toxic  nature. 

{d)  Prolonged  muscular  exertion. — There  have  come  under 
my  notice  in  the  last  few  years  5  delicate  clerks  and  11  shop 
girlsj  in  all  of  whom  traces  of  albumen  are  to  be  detected 
after  a  heavy  or  long  day's  work.  The  urine  also  of  a  dis- 
tinguished athletic  rowing  friend  of  mine  always  shows  a 
marked  cloud  of  albumen  after  a  prolonged  "  pull  "  on  the 
Thames.  His  urine  has  been  frequently  noted  to  be  free 
from  albumen  before,  and  to  contain  it  after  he  has  taken 
part  in  a  boat-race.  The  urine  passed  when  his  arterial 
tension  is  high,  is  non-albuminous,  but  when  the  latter 
falls,  and  he  experiences  fatigue,  albumen  shows  itself  in  the 
urine.  In  his  ordinary  sphygmogram  the  dicrotic  wave  is 
well  marked,  but  this  disappears  almost  entirely  w4th  the 
rise  of  tension.  I  have  also  noticed  somewhat  similar 
results  with  many  of  our  students  at  St.  Thomas's  after 
football  matches. 

(e)  In  the  urine  of  patients /ec7  on  peptones  and  the  so-called 
peptones  I  have  frequently  detected  albumen.      In   5  cases 
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observed,  albumoses  were  present  in  all,  and  peptone  in 
addition  in  2. 

(/)  Influence  of  age. — Dr.  Grainger  Stewart  considers  that 
tlie  proportion  of  cases  of  intermittent  albuminuria  increases 
as  age  advances.  In  reference  to  this  point  I,  many  years 
ago,  made  a  series  of  examinations  in  two  large  workhouses, 
but  my  results  do  not  support  this  hypothesis.  The  evening 
urines  of  163  apparently  healthy  individuals,  varying  in  age 
from  thirty-nine  to  fifty-five — all  cases  in  which  there  was 
no  suspicion  of  kidney  disease  or  of  prostatic  and  vesical 
catarrh — contained  albumen  in  14  cases,  or  in  about  14  per 
cent.  ;  and  in  the  after-breakfast  urine  of  112  of  the  same 
individuals,  there  was  albumen  in  19  cases,  or  in  17  per 
cent. 

Although  I  am  here  dealing  only  with  intermittent  albumin- 
uria,! may  refer  in  passing  to  two  cases  in  which  the  discharge 
of  albumen  has  apparently  been  continuous  ;  one  (aet.  27)  has 
been  under  my  notice  for  five,  and  the  other  (set.  31)  for 
four  years.  In  both  the  amount  of  albumen  is  slight 
(roughly  -^  to  •^),  but  I  have  never  found  it  absent;  the 
specific  gravity,  however,  generally  stands  about  1020,  the 
amount  is  normal,  and  there  are  no  casts ;  otherwise  the 
condition  of  the  patients  is  normal. 

In  three  other  cases  in  which  albuminuria  followed 
nephritis,  it  continued  in  one  of  the  patients  (^et.  17)  for 
four  months  ;  in  another  (set.  25)  for  four  years ;  and  in  the 
third  (set.  70)  for  two  years. 

Signs  and  symptoms. — There  are  great  variations  in  the 
amount  of  albumen  present  in  the  urine  ;  occasionally  it  may 
be  in  considerable  amount,  but  in  the  great  majority  of  the 
cases  seen  by  me  the  quantity  has  been  slight.  Then  it  may  be 
abundant  at  one  period  of  the  day,  and  absent  at  another. 
The  early  morning  urine  is  usually  non-albuminous,  but  it 
will  generally  be  found  in  that  passed  after  breakfast.  In 
some  individuals,  too,  the  albuminuria  may  not  remit  for 
several  days,  and  I  have  met  with  cases  in  which  it  was 
nearly  always  present,  but  more  abundant  at  certain  times 
than  others,  as  after  meals,  exercise,  &c. 

Anaemic  symptoms  and  marked  want  of  muscular  or 
nervous  energy  are  rarely  present,  judging  from  the  cases  I 
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have  seen  ;   but  there   was  a  tendency  in  many  of  them  to 
catarrhal  affections  and  headache. 

In  examining-  one  of  these  albuminurics,  particularly  if 
the  patient  is  an  adult,  the  family  history  should  be  care- 
fully investigated  ;  very  close  inquiry  made  as  to  the  possi- 
bility of  any  antecedent  nephritis,  or  of  any  of  the  conditions 
which  lead  to  the  development  of  lardaceous  disease  ;  further, 
is  the  patient  of  a  gouty  diathesis>  or  has  he  been  the  sub- 
ject of  lead  poisoning?  In  addition,  the  state  of  the  skin 
as  to  pallor  or  oedema,  and  that  of  the  cardio-vascular  system 
as  to  the  size  of  the  heart,  its  impulse  and  sounds,  and  the 
condition  of  the  vessels  should  all  receive  attention.  Indeed, 
unless  these  have  been  first  excluded,  no  case  of  albuminuria 
should  be  pronounced  as  simply  intermittent  or  functional. 

Causes  op  intermittent  albuminuria. — Different  causes 
have  been  assigned,  but  I  shall  refer  here  chiefly  to  those  of 
which  I  have  seen  examples. 

1.  Although  the  majority  of  cases  cannot  be  attributed  to 
malassimilation  of  the  food  taken,  some  of  them  appear  to 
do  so.  In  four  patients  I  have  nearly  always  found  that  a 
heavy  meal,  particularly  after  fatigue,  was  generally  followed 
by  temporary  albuminuria.  In  two  gentlemen  (a3t.  45  and 
50)  albuminuria  shows  itself  occasionally  in  inconsiderable 
amount,  and  the  only  cause  assignable  is  indigestion  of  some 
kind.  Crystals  of  oxalate  of  lime  and  uric  acid  are  present 
in  the  urine  at  the  same  time.  Is  the  oxaluria  here  the 
exciting  cause,  as  Roberts  supposes  ?  I  have  also  met  with 
another  case  of  dyspepsia  (aet.  47)  causing  oxaluria,  in  which 
albuminuria  is  very  liable  to  appear  when  there  is  much 
nervous  depression.  Goodhart  has  drawn  attention  to  the 
occurrence  of  this  form  of  intermittent  albuminuria  in  highly 
neurotic  subjects.  Dyspepsia  in  some  form  is  frequently 
attended  by  albuminuria.  I  have  noted  this  in  fifteen 
patients,  averaging  from  seventeen  to  forty-two  years  of  age, 
in  whom  there  was  intermittent  albuminuria,  the  amount  of 
the  albumen  varying  greatly  from  time  to  time,  and  fre- 
quently being  present  in  the  urine  passed  after  late  dinner. 
Semmola  maintains  tha^t  the  albuminuria  in  cases  like  the 
above  is  really  due  to  the  presence  in  the  blood  of  abnor- 
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mally  diffusible  albuminoids^  for  there  is  strong  evidence 
that  the  albumins  formed  immediately  after  digestion  possess 
considerable  diffusibility,  a  very  temporary  condition,  how- 
ever, normally  ;  but  it  can  easily  be  understood  how  a 
disturbance  in  the  normal  tissue-changes  might  increase  it. 
Now,  although  Stokvis  has  in  some  points  weakened  this  hypo- 
thesis of  Semmola,  his  refutation  is,  to  my  mind,  far  from 
complete.  A  few  of  my  cases  of  albuminuria  may  reason- 
ably be  assigned  to  an  altered  condition  of  the  blood  brought 
about  as  Semmola  suggests.  In  one  young  man  (aet.  19) 
whom  I  place  in  this  category,  I  repeatedly  detected  traces 
of  albumen  in  his  perspiration  as  well  as  in  his  urine  when  he 
sweated  profusely  after  a  meal  soon  followed  by  rapid  cycling 
in  warm  weather ;  but  I  have  failed,  except  on  two  occasions, 
to  detect  any  in  his  saliva. 

From  time  to  time  I  have  made  experiments  with  myself 
and  some  friends  after  long  cycling  trips  by  swallowing 
three  or  four  raw  eggs  beaten  up  with  a  little  milk  and 
sherry ;  but  only  in  the  case  of  one  of  these  friends  have  I 
ever  succeeded  in  readily  obtaining  albumen  reactions  in  the 
urine ;  and  in  him,  I  may  mention,  there  is  no  tendency  to 
albuminuria.  With  six  individuals  who  suffered  from  inter- 
mittent albuminuria  I  tried,  four  years  ago,  the  effects  of  a 
rich  albuminous  diet ;  but  in  only  one  of  them  was  the 
albuminuria  perceptibly  increased.  In  this  young  man 
hyaline  casts  were  occasionally  to  be  found ;  but  during  the 
last  three  months  no  albumen  can  be  discovered  in  his  urine. 

Maguire  states  that  the  albumen  excreted  under  the  above 
conditions  consists  chiefly  of  globulin  and  serum  albumin, 
and  not  of  peptones;  but  in  many  of  these  cases  I  have 
noted  not  only  the  presence  of  albumose  but  also  of  pep- 
tones in  excess,  and  in  some  of  them  peptones  were  detected 
after  dinner  as  well. 

The  character  of  the  diet  undoubtedly  causes  a  variation 
in  the  relative  proportion  of  the  seralbumin  and  globulin 
excreted.  As  Lecorche  and  Talamon,  Paton  and  others 
have  shown,  the  food,  particularly  a  diet  rich  in  proteids, 
tends  to  increase  the  proportion  of  the  seralbumen  to  the 
globulin ;  and  in  two  of  the  above  cases  of  intermittent 
albuminuria  experimented  upon  I  found  the  proportion  of 
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seralbumin  generally  greatest  after  breakfast.      Milk  diet,  I 
also  found,  tended  to  increase  the  proportion  of  seralbumin. 

2.  A  due  consideration  of  the  above  would  accordingly 
lead  us  to  believe  that  the  constitution  of  the  blood,  both  as  to 
concentration  and  composition,  may  therefore  play  as  impor- 
tant a  part  in  bringing  about  albuminuria  as  the  blood-pres- 
sure, and  the  velocity  of  the  circulation  through  the  kidneys. 

According  to  Semmola  the  injection  of  a  foreign  albumen 
into  the  skin  causes  albuminuria  that  lasts  as  long  as  the 
injections  are  continued,  while  if  they  are  repeated  for  some 
days  not  only  is  the  foreign  albumen  excreted,  but  also  ser- 
albumin as  well;  and  even  for  some  time  after  the  injec- 
tions have  ceased  this  discharge  of  seralbumin  will  continue. 
The  passage  of  the  foreign  albumen,  Semmola  thinks,  causes 
an  irritation  of  the  glomeruli,  and  if  its  elimination  is  con- 
tinued for  some  time  structural  changes  may  occur  in  the 
kidney. 

Hoffmann  has  shown  that  the  relative  amount  of  ser- 
albumin and  globulin  in  various  ascitic  exudations  bears  a 
direct  proportion  to  those  present  in  the  blood ;  and  some 
authorities  hold  that  the  relative  amounts  of  these  proteids 
in  urine  are  due  to  changes  in  the  blood-plasma.  It  is  very 
probable  also  that  some  alteration  in  the  saline  constituents 
of  the  blood  may  affect  the  proportion  of  the  albumins 
excreted  in  the  urine. 

3.  State  of  the  circulation. — For  the  last  few  years  my 
attention  has  been  particularly  directed  to  the  state  of  the 
circulation  in  the  cases  of  intermittent  albuminuria  that  have 
come  under  my  notice,  and  I  entirely  agree  with  Broadbent 
that  its  great  characteristic  as  met  with  in  them  is  "  its 
extreme  instability, ''  There  is  often  some  degree  of  vas- 
cular tension  due  to  increased  peripheral  resistance,  but  this 
is  very  variable  throughout  the  day,  the  energy  of  the  cardiac 
systole  fluctuating  greatly  and  often  being  deficient.  The 
blood,  indeed,  in  some  of  these  cases  seems  to  be  loaded 
with  excremeutitious  materials,  which  lead  to  a  slight  irrita- 
tion of  the  kidneys  during  their  discharge  ;  but  such  kidneys 
appear  to  be  deficient  in  power,  and  no  doubt  this  is  very 
liable  to  be  the  case  where  there  is  a  family  history  of 
Bright' s  disease. 
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Instances  ai'e  likewise  to  be  met  with  in  which  the  arte- 
rial tension  seems  to  be  generally  low.  Maguire  directs 
attention  to  such  cases.  In  them,  he  says^  the  condition  of 
the  pulse  is  variable,  easily,  however,  assuming  the  chai*ac- 
ters  of  virtual  tension ;  and  the  kidneys  are  evidently  weak 
parts  of  the  body  with  a  comparatively  stagnant  circulation. 
Variations  in  the  peripheral  resistance,  it  should  be  remem- 
bered, are  a  more  important  factor  of  blood-pressure  than 
variations  in  the  heart  beat ;  and  it  is  the  condition  of  the 
central  nervous  system  which  appears  to  determine  whether 
the  reflex  effect  on  the  vaso-motor  fibres  will  result  in  a  rise 
or  fall  of  arterial  pressure. 

Dr.  Haig  suggests  that  the  albuminuria  is  often  the  result 
of  high  vascular  tension  and  of  the  associated  increase  in 
the  easily  diffusible  albuminoid  referred  to  by  Semmola. 
The  alkaline  tide  for  the  few  hours  succeeding  breakfast, 
he  states,  corresponds  to  a  "  period  of  the  day  when  there 
is  generally  much  uric  acid  in  the  blood,  and  the  largest 
excretion  of  it  in  the  urine,  and  as  a  consequence  of  its  pre- 
sence in  the  blood,  most  excess  of  pulse  tension."  That  a 
change  in  the  blood-pressure  may  affect  the  nature  of  the 
albumen  exudate  has  been  shown  by  Grottwalt  and  Paton, 
the  seralbumin  transuding  more  readily  than  the  globulin 
at  high  pressures,  low  pressures  seeming  to  favour  the  tran- 
sudation of  globulin. 

Some  of  my  cases  correspond  to  those  described  by  Good- 
hart  as  congestive,  and  occurred  in  patients  who  were  out  of 
health,  as  the  result  chiefly  of  excessive  diet  and  deficient 
exercise.  In  some  also  there  was  a  gouty  history.  The 
amount  of  albumen  present  was  generally  slight,  and  it  dis- 
appeared under  a  regulated  diet.  They  were  very  closely 
allied  to  another  somewhat  similar  series  of  cases  I  have 
classed  elsewhere  as  due  to  mal-assimilation.  Under  the 
same  head,  I  suppose,  would  come  the  cases  of  four  adults 
with  temporary  albuminuria  that  appeared  after  shorter  or 
longer  periods  of  debauch.  In  one  married  lady  (get.  31) 
also,  of  a  very  nervous  type,  every  monthly  period  is  pre- 
ceded by  albuminuria,  lasting  about  three  days  and  dis- 
appearing as  soon  as  the  menses  begin  to  flow. 

In  some  of  the  albuminurias  with  a  low   tension  pulse, 
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vascular  stasis  of  the  kidney  resulting  from  a  "weak  and  in- 
active heart  may  be  assigned  as  causative.  Such  might  be 
classed  as  albuminuria  of  unstable  circulation^  and  under  this 
head  would  come  the  so-called  cyclic  and  postural  albumin- 
urias. As  to  the  last  named,  some  relationship  undoubtedly 
exists  between  the  maintenance  of  the  erect  posture  in  the 
early  part  of  the  day,  and  the  establishment  of  a  proper 
equilibrium  in  the  kidney  circulation.  There  is  a  possibility 
of  the  sudden  assumption  of  the  erect  position  producing  a 
more  or  less  temporary  vascular  paresis  in  the  kidneys. 
That  this  may  occur,  especially  in  some  individuals  of  a 
neurotic  type,  is  not  at  all  unlikely,  nor  that  these  organs 
may  be  subject  to  periods  of  temporary  congestion.  Dukes 
says  that  in  boys  the  albuminuria  is  owing  to  hyper£emic 
kidneys,  hyperemia  that  may  be  reflex  or  due  to  the  weak- 
ening of  the  vaso-motor  system,  which  may  be  got  rid  of  by 
putting  the  boy  to  bed  for  an  hour  or  two,  and  giving  him 
milk ;  but  being  reproduced  by  causing  him  to  rise  and 
take  more  food.  About  the  time  of  puberty  it  should  also 
be  remembered,  as  Beneke  points  out,  that  the  large  arterial 
vessels  attain  their  relatively  narrowest  condition,  and  this 
combined  with  the  increased  cardiac  development  brings 
about  arterial  tension. 

4.  Albuminuria  is  very  liable  to  appear  in  some  people 
under  the  influence  of  constipation.  I  have  noticed  in  four 
lads  its  total  disappearance  under  a  short  course  of  blue  pill 
and  salines.  Xot  only,  moreover,  does  a  constipated  condi- 
tion of  the  bowels  increase  the  tendency  to  the  passage  of 
albumen,  but  it  was  also  noticed  to  increase  the  amount 
eliminated  in  three  cases  of  temporary  albuminuria. 

5.  Muscular  exertion. — Physical  exercise  exerts  a  power- 
ful effect  in  inducing  albuminuria,  but  it  is  very  diflB.cult  to 
explain  satisfactorily  why  the  same  results  are  not  always  to 
be  obtained.  That  much  influence,  nevertheless,  is  exerted 
by  the  surrounding  temperature,  and  possibly  by  the  condi- 
tion of  the  system  as  affected  by  the  vascular  activity  and 
the  digestion,  there  is  much  reason  to  believe. 

In  four  of  my  cases  there  was  no  albumen  present  in  the 
early-morning  urine,  nor  in  that  passed  after  breakfast,  but 
it   showed  itself  at  different  times  of   the   day  after  long- 
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continued  exertion — an  influence  that  has  also  been  well 
pointed  out  by  Leube  and  others.  In  certain  individuals 
there  is  undoubtedly  a  sort  of  disposition  to  albuminuria ; 
probably  they  have  been  born  with  an  abnormal  porosity  of 
the  glomerular  membrane^  and  in  them  exertion  possibly 
renders  the  filti'ation  processes  freer.  Where  disease  of  the 
kidney  is  present,  strong  exercise  always  increases  the  amount 
of  albumen. 

6.  Exposure  to  cold. — Two  young  men  who  were  under 
my  care  for  some  time,  on  two  occasions  on  which  they 
called  upon  me  after  long  railway  journeys  made  in  the 
cold  early  morning,  passed  albumen  in  their  urine.  One 
robust  friend,  in  whose  urine  I  have  failed  to  detect  albumen 
under  ordinary  conditions,  once  brought  me  some  urine  he 
had  passed  after  a  long  swim  in  fresh  water,  and  it  was 
albuminous.  In  the  urine  of  two  friends  who  used  to  bathe 
with  me  I  several  times  detected  albumen  after  their  sea 
bath  ;  and  by  my  advice  they  gave  up  cold  bathing  entirely, 
and  now  no  albumen  is  to  be  found  in  the  urine  of  either. 
In  three  individuals,  moreover,  in  whom  albumen  was  present 
in  the  urine  passed  after  breakfast,  I  found  that  the  use  of 
a  tepid  in  place  of  a  cold  bath  led  to  its  disappearance. 
Barnes  likewise  refers  to  several  cases  of  transient  albumin- 
uria resulting  from  sudden  immersion  in  cold  water. 

In  these  cases  there  is  a  deficient  activity  of  the  function 
of  the  skin  produced,  which,  according  to  Semmola,  inter- 
feres with  the  due  elaboration  of  the  proteids,  and  may  even 
cause  retrograde  changes  in  those  previously  assimilated. 
As  Haig  points  out,  the  cold  extremities  and  contracted  skin 
vessels,  which  are  such  common  accompaniments  of  high 
arterial  tension,  may  be  caused  by  the  contracted  arterioles 
diminishing  the  circulation  in  those  parts,  and  thus  leading 
to  a  lowered  activity  of  the  skin  function. 

7.  No  doubt  causes  of  a  neurotic  nature  ai'e  inextricably 
mixed  up  with  many  of  the  causes  already  referred  to. 
References  here  will  accordingly  only  be  very  sparingly  made. 

In  only  a  few  of  my  cases  of  intermittent  albuminuria 
have  I  been  able  to  establish  a  family  history  of  nervous 
affections  of  any  kind.  Depressing  emotions  appeared  to 
be  the  sole  cause  in  the  case  of  one  of  my  female  patients. 
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Over-study,  it  is  well  known,  usually  leads  to  hurried 
meals,  late  hours,  and  greatly  diminished  outdoor  exercise. 
Clark  has  directed  attention  to  the  tendency  of  all  nervous 
strain,  especially  under  emotional  excitement,  such  as  exa- 
minations with  their  consequent  fatigue  and  attendant 
anxiety,  to  produce  temporary  albuminuria. 

8.  As  to  the  source  of  the  albumose  and  peptone  in  the 
urine  it  is  difl&cult  to  speak  with  any  degree  of  accuracy. 
They  are  often  discharged  from  the  blood  as  such,  but  there 
is  some  reason  to  believe  that  this  is  not  always  the  case. 
It  is  possible  to  separate  a  ferment  of  the  nature  of  pepsin 
from  urine,  so  that  a  partial  or  complete  digestion  of  traces 
of  albumen  may  form  one  of  the  sources.  Albumose  and 
peptone  also  disappear  rapidly  from  the  mucous  membrane 
of  the  stomach  and  intestines,  very  little  being  found  in  the 
blood  owing  to  the  rapid  changes  they  undergo.  Now  they 
may  enter  the  circulation  too  rapidly  to  be  thus  disposed  of  ; 
or  there  may  be  some  disturbance  in  the  normal  tissue- 
changes  ;  and  as  Rosenbach  remarked  some  years  ago, 
this  specific  disturbance  may  result  in  the  appearance  in 
the  urine  of  one  or  other  of  these  albumins,  just  as  sugar 
may  do  as  the  result  of  another  specific  alteration  in  the 
normal  tissue-changes.  In  phthisis,  for  example,  the 
percentage  of  cases  is  considerable  in  which  there  is  albu- 
minuria and  no  pathological  changes  of  importance  to  be 
noticed  in  the  kidneys  after  death. 

9.  Possible  pathological  changes. — Although  some  autho- 
rities are  of  opinion  that  the  frequent  passage  of  albumen 
through  the  glomerular  tufts  is  liable  to  produce  a  diseased 
condition,  others  regard  this  as  purely  hypothetical.  I 
shall  refer  here  to  a  case  where  I  had  the  opportunity  of 
examining  the  kidneys  of  a  former  patient  (get.  23)  who 
had  been  the  subject  of  intermittent  albuminuria  for  the 
three  years  preceding  his  death  last  year  after  an  acci- 
dent. I  entirely  failed  to  recognise  any  change  in  their 
structure. 

It  is  probable,  on  the  other  hand,  that  the  albuminuria 
which  is  so  frequently  seen  in  fevers,  may  be  due  to  some 
alteration  in  the  membrane  of  the  glomerulus,  produced  by 
the  abundant  passage  of  micrococci,  as  also  to  the  great 
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breaking  down  of  corpuscles  that  occurs.  The  destruction 
of  leucocytes  is  common  in  acute  rheumatism,  phthisis,  and 
osseous  suppurations,  in  all  which  diseases  peptonuria  is 
frequent. 

Some  of  the  cases,  no  doubt,  that  are  generally  looked  on 
as  functional,  may  be  regarded,  particularly  when  they  occur 
in  adults  and  are  attended  with  the  appearance  of  casts  in 
the  urine,  as  due  to  patches  of  inflammation  in  the  substance 
of  the  kidney,  from  which  ultimately  there  may  be  complete 
recovery,  or  which  may  become  the  starting-points  of  chronic 
disease  ;  but  these  cases  belong  to  quite  a  different  category 
from  the  great  majority  of  what  may  properly  be  called 
intermittent  albuminuria. 

Tests. — I  shall  refer  here  as  briefly  as  possible  to  the 
methods  I  have  generally  employed  in  the  detection  of 
albumen,  and  give  a  short  statement  as  to  my  experience  and 
preferences. 

In  testing  for  albumen,  the  urine,  as  Dr.  Johnson  accu- 
rately lays  down,  should  be  examined  "  not  only  after  rest 
and  fasting — that  is,  in  the  morning  before  breakfast — but 
after  food  and  exercise.  Albuminous  urine  is  usually  more 
copiously  so  after  food  and  exercise.^' 

My  favourite  methods  have  been  Heller's  cold  nitric  acid 
test ;  acidification  with  acetic  acid  and  boiling  the  upper  layer 
of  the  fluid  ;  and  treatment  with  citric  and  picric  acids.  Of 
late,  I  have  also  had  frequent  recourse  to  salicyl-sulphonic 
acid.  In  addition  to  these,  I  occasionally  make  use  of  one 
or  more  of  the  following  tests  : — (1)  Potassio-mercuric  iodide 
(KI,  3-32  ;  HgClg,  11'35  ;  HgO,  100)  is  a  delicate  precipitant, 
but  it  is  also  liable  to  throw  down  alkaloids,  bile  salts  and 
urates.  (2)  Sodic  tungstate  or  phosphotungstate  is  also 
delicate  in  its  indications,  and  I  find  the  solution  recom- 
mended by  Dr.  Oliver  very  sensitive  [sat.  sol.  sodic  tung- 
state (1 — 4),  sat.  sol.  citric  acid  (10 — 6),  equal  parts].  (3) 
Trichloracetic  acid  :  a  small  fragment  is  to  be  added  to  the 
test-tube  containing  the  urine  ;  a  cloudiness,  or  with  clear 
liquids  a  zone  of  cloud.  (4)  8alicyl-sulp)honic  acid  is  a  good 
precipitant  of  proteids,  and  serves  as  an  exceedingly  delicate 
and  useful  test.      All  proteids  are  thrown  down  by  it,  and  the 
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precipitate  on  being  boiled  becomes  remarkably  flocculent, 
except  when  it  is  due  to  an  albumose  or  a  peptone,  when  it 
disappears,  to  reappear  on  cooling.  MacWilliam  recommends 
the  use  o£  a  very  narrow  test-tube  to  contain  a  little  of  the 
albumen  solution,  to  which  a  saturated  watery  solution  of  the 
acid  is  to  be  added  drop  by  drop  ;  after  the  tube  has  been 
shaken,  it  is  to  be  held  towards  the  light  against  a  dark 
background.  When  the  appearance  of  immediate  opalescence 
is  made  the  test,  then  it  is  less  delicate  than  the  acetic  acid 
and  boiling  reaction,  but  possibly  more  delicate  than  Heller's 
cold  nitric  acid  test. 

I  generally  begin  with  the  last-mentioned  test ;  then  I 
acidify  carefully  with  acetic  acid  in  slight  excess,  and  rapidly 
boil  the  upper  third  of  the  fluid  in  the  test-tube,  carefully 
comparing  subsequently  the  translucency  of  the  upper  layer 
with  that  below  it.  The  nitric  acid  precipitate  is  next 
warmed ;  if  it  disappears,  the  solution  becoming  intensely 
yellow  and  the  tint  being  increased  in  intensity  by  the  addi- 
tion of  an  alkali,  but  reappears  on  cooling,  albumose  is 
regarded  as  present.  To  confirm  this  indication  some  of  the 
urine  is  acidified  strongly  with  acetic  acid,  and  a  strong 
solution  of  sodic  chloride  added  :  albumose,  if  present,  gives 
a  precipitate  which  clears  up  on  heating,  but  reappears  on 
cooling  ;  by  adding  more  sodic  chloride  it  will  soon  be  found, 
however,  that  further  heating  will  not  cause  the  precipitate 
to  disappear.  If  no  cloud  is  given  with  nitric  acid,  picric  acid 
is  then  used,  when  the  appearance  of  a  cloud  is  regarded  as 
evidence  of  the  presence  of  peptone  ;  to  substantiate  this,  heat 
is  applied,  and  the  peptone  precipitate  disappears.  The  biuret 
reaction  can  also  be  looked  for,  and  in  cases  of  doubt  one- 
fifth  the  volume  of  the  fluid  is  added  of  acetic  acid,  and 
some  solution  of  sodic  phosphotungstate  in  acetic  acid  : 
either  at  once  or  after  a  few  minutes  peptone,  if  present,  is 
precipitated. 

Albumose  and  peptone  can  be  distinguished  by  the  pre- 
cipitation of  albumose  by  ammonic  sulphate,  but  the  method 
is  a  very  slow  one.  As  MacWilliam  points  out,  however, 
albumose  gives  a  precipitate  with  salicyl-sulphonic  acid  when 
its  solution  is  two-thirds  saturated  with  ammonic  sulphate, 
while  peptone  does  not.      Peptones  are  not  precipitated  by 
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salicyl-sulplionic  acid,  except  in  solutions  already  saturated 
with  amnionic  sulphate.  The  peptone  is  also  characterised 
by  the  solubility  through  heat  of  its  precipitate  with  Tanret's 
reagent  (KI,  3-32;  HgCl^,  1-35  ;  CgH^Oo,  20  cc.  ;  HoO  to 
64  c.c).  Although  Salkowski's  proceeding  for  detecting 
peptone  in  urine  is  a  simple  one,  I  generally  employ 
Hoffmeister's  process.  To  the  urine  2  per  cent,  acetate 
of  soda  is  added,  then  perchloride  of  iron  gradually  till 
there  is  a  persistent  red  colour ;  now  boil  till  the  whole  of 
the  iron  is  precipitated,  when  the  filtrate  will  contain  the 
peptone. 

If  albumose  has  been  the  only  albumen  present,  apply  a 
gentle  heat  to  some  of  the  original  urine,  when  a  precipitate 
will  fall  which  disappears  on  heating  still  more,  and  reappears 
on  cooling.      But  no  free  acid  must  be  present. 

In  examining  for  globulin  and  seralbumin  the  solution 
is  shaken  with  magnesic  sulphate,  which  precipitates  the 
globulin  ;  and  the  seralbumin  is  to  be  looked  for  in  the 
filtrate.  The  presence  of  globulin  can  often  be  readily 
shown  by  adding  a  drop  or  two  of  caustic  potash  to  the 
mixture  of  the  albumins,  and  then  pouring  into  the  inclined 
test-tube  containing  it  a  saturated  solution  of  magnesic 
sulphate  ;  the  appearance  of  a  white  ring  will  indicate  the 
presence  of  globulin. 

When  globulin,  seralbumin,  and  albumose  are  present 
together,  acidify  with  acetic  or  phosphoric  acid,  add  an 
equal  volume  of  a  saturated  solution  of  magnesic  sulphate, 
and  after  thorough  shaking  allow  the  whole  to  stand  in  a 
cool  place  for  twenty-four  hours  ;  it  is  then  to  be  filtered, 
and  seralbumin  to  be  looked  for  in  the  filtrate.  Grlobulin 
and  albumose  are  present  in  the  precipitate.  Boil  a  little  of 
the  latter  in  some  acetic  acid,  when  the  albumose  will  be  dis- 
solved, but  not  the  globulin. 

In  estimating  the  albumins,  I  have  adopted  Brandberg's 
modification  of  Roberts's  dilution  method.  This  process, 
although  not  as  satisfactory  as  one  could  wish,  gives  approxi- 
mate results,  and  is  based  on  the  fact  that  the  interval 
between  the  addition  of  nitric  acid  and  the  formation  of 
the  white  ring  depends  on  the  amount  of  albumen  pre- 
sent. 
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When  1  part  of  albumen  is  present  in  10,000  the  ring  appears  at  once. 

„  „  „  20,000  „  in  i  to  i  min. 

„  „  „  25,000  „  in  1^  min. 

„  „  „  30,000  „  iu  2i— 3  min. 

„  „  „  35,000  „  in  4  min. 

Five  small  conical  glasses  are  needed,  and  the  urine  is 
diluted  to  ten  times  its  volume  with  water,  2  c.c.  are  placed 
in  each  glass,  and  water  is  then  added,  4  c.c.  to  the  first, 
13  c.c.  to  the  second,  28  c.c.  to  the  third,  43  c.c.  to  the 
fourth,  and  58  c.c.  to  the  fifth.  Nitric  acid  is  next  run  into 
each  by  means  of  a  pipette.  By  experiment  w^e  find,  say, 
that  the  white  ring  forms  in  four  minutes,  and  therefore  indi- 
cates 1  part  of  albumen  in  35,000. 

Esbach's  method,  more  particularly  as  modified  by  Paton, 
is  also  frequently  employed  by  me  :  20  c.c,  say,  of  the 
urine  are  neutralised  with  a  few  drops  of  a  dilute  solution 
of  caustic  potash,  magnesic  sulphate  in  powder  added  to 
saturation,  to  secure  which  the  flask  containing  the  mixture 
is  frequently  shaken,  and  kept  for  twenty-four  hours  in  a 
warm  place.  Filter,  and  place  some  of  the  filtrate  in  an 
Esbach^s  tube  with  some  of  the  solution  (picric  acid,  1  ; 
citric  acid,  2  ;  water,  100  c.c.)  ;  set  aside,  shaking  from  time 
to  time,  and  read  off  the  deposit  about  the  fifth  or  sixth 
day.  By  Esbach's  process,  the  total  proteids  are  first 
ascertained,  and  by  the  last  experiment,  the  seralbumin  ;  the 
difference  will  be  the  globulin. 

I  have  examined  in  the  above  way  the  following, 
which  I  report  here,  although  not  all  belonging  to  the  inter- 
mittent series  : 


1.  Acute  Bright's  disease,  two  cases — 

Seralbumin.     Serum  globulin.    Average  of 

a.  Total  proteids  .        0-64        .        0-62         .        0-02      t  Seralbumin  _  2-3 

b.  „  .        0-17         .        0-14        ,        0-01      /Globulin 

2.  Chronic  granular  kidney,  three  cases — 

Seralbumin.  Globulin.        Average  of 

a.  Total  proteids  .        0-1  .        0-077       .        0-023   -j  Seralbumin 

b.  „  .        0-25        .         0-19        .        0-06      I  Ser.  globu-"  =  3-1. 
C.             „  .         0-4  .         0-3  .         0-10     J      lin 
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3.   Amyloid  kidney,  two  cases — 


a.  Total  proteids 
b. 


0-33 
1-41 


Seralliumin. 
0-19 
0-87 


Globulin.        Average  of 
0"14      1  Seralbumin 


I 


0-54      J  Globulin 


=  1-5. 


Notwithstanding  there  was  in  these  cases  a  high  propor- 
tion of  globulin  I  am  not  disposed  to  agree  entirely  with 
Senator  that  as  a  rule  amyloid  disease  may  be  thus  distin- 
guished. 

I  have  had  a  great  many  cases  of  remittent  albuminuria 
under  my  observation,  but  I  am  sorry  to  say  that  I  have 
found  it  very  difficult  to  obtain  results  in  my  analysis  of  the 
albumen  precipitates  that  were  at  all  accurate,  owing  chiefly 
to  the  small  amounts  present.  I  have,  however,  selected 
five  cases  in  which  gravimetric  analyses  were  made  in  addi- 
tion to  those  after  the  above  method. 


Total  proteids. 

Seralbumin. 

Globulin 

1  . 

0-14 

0-105 

0-035 

2  . 

0-08 

0-07 

0-01 

3  . 

0-31 

0-10 

0-21 

4  . 

006 

005 

0-01 

5  . 

0-11 

0-088 

0-022 

In  only  one  case  did  the  globulin  exceed  the  seralbumin, 


while  in  the  remaining  four  the  average  of 


seralbumin 


=  4. 


globulin 

My    results,  therefore,    agree    more    or  less   with    those    of 
Paton,  but  differ  from  those  of  Maguire. 

The  densimetric  method  of  estimating  albumen — taking  the 
specific  gravity  before  and  after  the  albumen  has  been  sepa- 
rated by  acetic  acid  and  continued  boiling,  the  difference  x  400 
=  number  of  grains  of  albumen  in  100  c.c.  of  urine — 
although  it  gives  fairly  satisfactory  results  when  the  albumen 
is  abundant,  yet  in  the  cases  of  intermittent  albuminuria 
in  which  I  tried  it  I  found  it  useless. 

Natiire  of  the  albumen  found. — As  to  the  albumen  found 
in  these  cases  of  intermittent  albuminuria,  I  have,  as  a  rule, 
made  no  observation  unless  the  amount  appeared  more  than 
a  trace.  When  a  differential  analysis  was  possible  I  have 
rarely  found  seralbumin  or  globulin  present  alone,  the  latter, 
however,  more  frequently  than  the  former  ;  most  commonly 
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the  two  were  present  together.  Occasionally  also  these 
two  bodies  were  associated  with  albumose,  generally  in  the 
form  of  hetero-alburaose.  I  have  now  and  again  obtained 
a  precipitate  with  nitric  acid  only  when  a  considerable  amount 
of  sodium  chloride  had  been  added  ;  but,  as  a  rule,  the 
amounts  present  have  been  so  small  that  it  was  difficult  to 
establish  the  identity.  In  three  cases,  however,  I  think  I 
have  detected  proto-albumose.  Peptones  also  have  been 
frequently  found,  but  they  are  not  so  often  present  as  used 
to  be  described ;  they  are  rarely  to  be  met  with  alone,  but 
generally  with  the  albumoses. 

In  all  cases  in  which  albumen  is  found  in  the  urine  it  is 
of  vital  importance  to  test  for  it  frequently,  particularly  if 
the  patient  is  an  adult,  or  has  ever  suffered  from  nephritis. 

Results  of  intermittent  albuminuria. — It  is  still  a  ques- 
tion whether  disease  of  the  kidney  is  liable  to  follow  inter- 
mittent albuminuria.  Although  the  opinion  is  held,  as  has 
already  been  stated,  that  all  varieties  of  functional  albu- 
minuria, unless  ultimately  arrested,  result  in  changes  of  the 
renal  structure,  I  am  not  disposed  to  think  that  anything  of 
the  kind  occurs  in  the  great  majority  of  the  cases.  But  it 
ought  to  be  remembered  that  a  persistent  tendency  to  the 
passage  of  albumen  points  to  some  peculiarity  in  the  kidney, 
possibly  of  the  nature  of  imperfect  and  incomplete  develop- 
ment ;  great  care,  accordingly,  should  be  exercised  in  the 
treatment  of  such  cases,  and  any  discoverable  exciting  cause 
should  always  be  avoided  and  counteracted  if  possible.  I 
can,  however,  recall  to  mind  only  three  cases  where  inter- 
mittent albuminuria  preceded  kidney  disease.  One  was  that 
of  a  man  (aet.  55)  who  was  suffering  from  chronic  granular 
kidneys  when  I  first  saw  him,  and  who  said  that  albumen 
had  been  present  in  his  urine  in  small  amount  between  the 
ages  of  eighteen  and  twenty-five  ;  and  in  a  second  albu- 
minuric, acute  inflammation  of  the  kidneys  set  in  after  a 
slight  wetting,  from  which,  however,  the  subsequent  recovery 
was  so  complete  that  no  albumen  has  since  been  detected  in 
the  urine.  The  third  is  that  of  a  man  (aet.  35)  who  first 
came  under  my  notice  fifteen  years  ago  with  intermittent 
albuminuria,  but  no  symptoms  or  signs  of  kidney  disease ; 
be  is  now  suffering  from  Bright''s  disease. 
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In  the  majority  of  the  cases,  indeed,  that  have  remained 
for  years  under  inspection,  the  liability  to  the  passage  of 
albumen  in  the  urine  has  appeared  to  diminish.  In  some 
the  tendency  has  disappeared  entirely,  but  in  many  that  still 
continue  under  observation,  slight  traces  of  albumen  are 
frequently  to  be  detected. 

Cases  to  he  regarded  with  suspicion. — It  would  be  prudent, 
therefore,  to  regard  with  suspicion — (1)  Cases  that  have 
been  of  long  duration  and  are  persistent,  in  which  the 
amount  of  albumen  is  considerable,  and  where  there  is  a 
personal  history  of  Bright's  disease.  (2)  Where  the  specific 
gravity  of  the  twenty-four  hours  is  low,  and  there  is  frequent 
micturition  during  the  night.  (3)  Where  there  are  tube-casts 
other  than  a  few  hyaline,  for  while  the  absence  of  casts 
does  not  imply  the  absence  of  renal  disease,  their  presence 
is  always  suspicious.  (4)  Cases  with  high  arterial  tension, 
particularly  when  associated  with  hypertrophy  or  dilatation 
of  the  left  ventricle,  or  with  retinal  changes.  (5)  Cases 
occurring  after  the  age  of  forty,  especially  if  there  is  any 
tendency  to  gout. 


NOTE   ON    THE   KNEE-JERK. 


Bt  C.  S.  SHERRINGTON,  M.D. 


The  knee-jerk  is  a  matter  of  such  general  clinical  interest, 
that  I  venture  to  give  a  brief  account  of  the  results  of  some 
experiments  on  it  which  we  have  been  engaged  in  making  in 
the  physiological  laboratory  of  the  school.  In  the  monkey 
the  muscles  upon  which  the  knee-jerk  depends  are  almost 
exclusively  the  vastus  internus  and  the  internal  portion  of 
the  crureus ;  the  rest  of  the  crureus  and  the  external  vastus 
contribute  very  slightly  to  the  extensor  spasm  which  con- 
stitutes the  '^  jerk.'^  The  rectus  femoris  and  other  muscles 
on  the  front  of  the  thigh  do  not  contribute  to  it. 

It  is  well  known  that  the  '^  jerk,"  although  its  extremely 
short  latent  period  makes  it  hard  to  believe  it  a  reflex,  is 
nevertheless  dependent  on  the  integrity  of  a  reflex  arc,  just 
as  the  "  tone  "  of  the  muscles  which  the  jerk  employs  is  also 
dependent  on  the  integrity  of  that  arc.  This  is  shown  from 
the  fact  that  section  of  the  sensory  spinal  roots  of  the 
lumbar  region  destroys  the  "  jerk,"  just  as  does  section  of 
the  motor  spinal  roots  of  that  region.  My  experiments  show 
that  the  sensory  root  on  which  the  knee-jerk  depends  is,  in  the 
monkey,  the  fifth  lumbar, — that  is  to  say,  the  fourth  lumbar 
of  man  :  and  that  two  motor  roots  are  concerned  in  the  arc 
on  which  the  "jerk"  and  tonus  of  the  vastus  internus  is 
based,  and  that  these  are  the  fifth   lumbar,  and,  to  a  less 
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extent,  the  fourth  (that  is  to  say,  the  fourth  and  third 
lumbar  of  man). 

In  these  motor  roots  it  is  certain  only  of  the  motor  fibres 
that  are  requisite,  and  these  fibres  are  tlie  fibres  which  in- 
nervate the  vastus  internus  and  crureus  muscle.  So  also  in 
the  sensory  root  of  the  fifth  lumbar  nerve  certain  only  of  the 
fibres  of  the  root  are  necessary  to  the  ''jerk/'  and  these  our 
experiments  trace  back  to  the  vastus  internus  and  crureus 
muscles.  Thus  the  sensory  fibres  of  the  reflex  arc  on  v^^hich 
the  jerk  depends  are  sensory  fibres  from  those  very  muscles 
which  actively  participate  in  the  jerk. 

These  sensory  fibres  are,  however,  of  very  different  quality 
from  the  sensory  fibres  which  exist  along  with  them  in  the 
same  sensory  spinal  nerve-root,  but  carry  impulses  from  the 
skin,  not  from  muscle.  To  pass  a  thread  under  these 
sensory  fibres  from  muscle  is  often  sufiicient  to  destroy  their 
conductivity,  although  it  does  not  destroy  or  even  obviously 
injure  the  conductivity  of  the  sensory  fibres  passing  from 
the  skin. 

Stimulation  of  the  sensory  fibres  from  the  skin,  even  of 
those  which  are  contained  in  the  same  spinal  root  with  the 
muscular  afferents  on  which  the  jerk  depends,  does  not  ob- 
viously affect  the  knee-jerk,  neither  increasing  nor  diminish- 
ing it.  Nor  does  excitation  of  those  sensory  fibres  from  the 
skin  which  are  contained  in  the  sciatic  nerve.  But  section 
of  the  sciatic  nerve  itself  causes  exaggeration  of  the  knee- 
jerk.  This  effect  of  section  of  the  nerve  depends  entirely 
on  the  section  of  that  part  of  the  sciatic  trunk  which 
innervates  the  hamstring  muscles.  At  first  I  believed  the 
explanation  to  be  that  the  section  of  these  nerve-fibres,  by 
abolishing  the  tonus  of  the  hamstring  muscles,  leaves  the 
knee  mechanically  freer  to  swing  under  the  spasm  of  the 
extensors  during  the  jerk.  The  discovery  that  the  same 
exaggeration  {%.  e.  increased  briskness)  of  the  jerk  is  ob- 
tained by  dividing  simply  those  sensory  roots  which  contain 
sensory  fibres  from  the  hamstring  muscles  admits  of  expla- 
nation on  the  same  purely  mechanical  plan.  But  the 
phenomenon  is  not  really  explicable  mechanically  ;  it  is  of 
physiological  significance.  This  is  clear  from  the  following 
facts.      If,  when   the  jerk  is  unduly  brisk  after  section  of 
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the  "  hamstring  "  portion  of  the  sciatic  nerve,  the  central 
end  of  one  of  the  branches  of  the  nerve  to  the  hamstring 
muscles  be  stimulated,  the  jerk  then  becomes  inelicit- 
able  ;  on  discontinuing  the  excitation  of  the  nerve  the  jerk 
returns,  and  is  brisker  than  before.  It  is  not  necessary- 
even  to  do  more  than,  having  separated  the  lower  end  of 
one  of  the  hamstring  muscles,  draw  lightly  upon  it  so  as 
to  stretch  it,  or  knead  it.  Either  of  these  mechanical 
methods  is  enough  to  excite  the  sensory  nerves  of  the 
muscle  and  to  throw  the  knee-jerk  out  of  action.  On  cutting 
the  sensory  spinal  roots,  through  which  pass  the  fibres  from 
the  muscle,  the  stretching  or  the  massage  of  the  muscle 
has  no  longer  any  effect  upon  the  knee-jerk. 

These  observations  indicate  that  when,  in  order  to  elicit 
the  knee-jerk,  the  physician  prefers  the  limb  to  be  so  placed 
that  the  leg  hangs  at  right  angles  to  the  thigh,  he,  by 
employing  that  pose,  probably  not  merely  increases  the 
mechanical  freedom  of  the  leg  at  the  knee-joint  but,  further, 
certainly  relieves  the  knee-jerk  from  a  physiological  restraint 
that  tension  of  the  antagonistic  muscles  (the  flexors,  ham- 
strings) habitually  impose  upon  it ;  and  he  does  this  best 
by  passively  flexing  the  knee-joint  as  fully  as  possible. 
The  condition  of  the  hamstring  muscles  influences  the  jerk, 
therefore,  very  greatly.  Increase  of  their  tonicity  or  of 
their  tension  diminishes  or  abolishes  the  jerk  ;  decrease  of 
their  tonicity  or  of  their  tension  exaggerates  the  briskness 
of  the  jerk. 

About  the  anatomy  of  the  sensory  nerve-fibres  from 
muscles  we  at  present,  unfortunately,  know  very  little.  From 
observations  which  I  have  published  elsewhere  it  seems 
clear  that  those  for  the  jerk  do  not  consist  of  the  sensory 
root-fibres  which  pass  either  into  the  median  posterior 
column  (Goll's)  or  into  Clarke's  column  of  cells.  From  the 
very  much  less  degree  to  which  they  withstand  experimental 
interference  than  do  cutaneous  sensory  fibres  it  is  not  im- 
probable that  they  are  very  small  fibres,  and  we  know  that 
the  sensory  roots  contain  numbers  of  very  small  as  well  as 
of  very  large  fibres,  and  that  the  posterior  root  ganglia 
contain,  besides  large  ganglion-cells,  many  that  are  only 
a  fourth  the  size  of  those. 


ON   THE   RELATION 

OF 

FUNCTION  TO   STRUCTURE  IN   THE 
MAMMALIAN   HEART. 


By  a.  F.  STANLEY  KENT,  MA.Oxon.,  F.G.S.,  F.L.S. 


Much  of  our  knowledge  of  the  minute  structure  of  the 
heart  dates  from  the  time  of  Pettigrew/  who  undertook  a 
series  of  observations  upon  the  manner  of  arrangement  of 
the  muscular  fibres  of  this  organ,  and  upon  the  relation  of 
the  fibres  forming  the  auricle  to  the  fibres  forming  the 
ventricle. 

Inasmuch,  however,  as  the  examination  undertaken  by 
him  was  by  no  means  as  thorough  as  the  more  advanced, 
methods  of  the  present  time  enable  us  to  make  it,  it  is  not 
surprising  that  important  points  of  structure  should  have 
been  overlooked  and  mistakes  made. 

Pettigrew's  examination  was  made  by  dissecting  the 
heart,  and  in  order  to  follow  the  course  of  the  fibres  more 
easily,  recourse  was  had  to  the  action  of  heated  water  ;  in 
fact,  the  hearts  were  boiled  and  the  fibres  afterwards  traced 
by  means  of  forceps  and  scalpel.  And  in  this  way  many 
valuable  facts  were  established,  more  especially  as  regards 
the  course  of  the  fibres  in  the  ventricle,  which  were  classified 
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into  numerous  layers,  the  constituent  fibres  of  which  are 
continuous  with  each  other  at  the  apex,  and,  according  to 
Pettigrew,  at  the  base  of  the  heart  also. 

And  in  accordance  with  this  it  has  been  said  by  Pettigrew 
that  the  '^  fibres  of  the  ventricle  as  a  rule  have  neither 
origin  nor  insertion.'"^ 

But  if  this  is  the  case  it  is  obvious  that  the  fibres  forming 
the  ventricle  can  have  no  connection  with  the  fibres  forming 
the  auricle ;  and,  indeed,  it  has  been  stated  by  Pettigrew 
that  in  boiled  hearts  the  auricles  may  be  separated  from  the 
ventricles  without  rupturing  a  single  fibre  ;  and  other  wi-iters 
have  gone  even  further  than  this,  and  have  described  as  exist- 
ing between  the  muscular  tissue  of  the  auricle  and  that  of 
the  ventricle  a  distinct  gap — a  separation  effected  by  "  a 
considerable  amount  of  connective  tissue  at  the  auriculo- 
ventricular  junction.'"" 

But  if  the  facts  of  the  case  are  as  stated  above,  and  the 
muscular  tissue  of  the  auricle  is  completely  separated  by 
connective  tissue  from  the  muscular  tissue  of  the  ventricle, 
the  question  ainses,  "  How  is  the  wave  of  contraction,  which 
starts  at  the  origin  of  the  great  veins  and  is  propagated 
over  the  auricle,  enabled  to  pass  over  the  connective  tissue 
at  the  auriculo-ventricular  junction  ;  or,  if  it  does  not  pass 
over  this  connective  tissue,  how  is  the  ventricular  contraction 
initiated  and  made  to  follow  in  due  sequence  upon  the  con- 
traction of  the  auricle  V  In  the  case  of  cold-blooded  animals 
the  case  is  simple,  as  no  such  mass  of  connective  tissue 
exists,  but  the  muscular  tissue  of  the  auricle  is  continuous 
with  that  of  the  ventricle,  and  the  explanation  is  the  same 
as  the  explanation  of  the  passage  of  a  wave  of  contraction 
along  any  other  continuous  stretch  of  muscular  tissue.  In 
the  case  of  the  mammal,  on  the  other  hand,  no  such  ex- 
planation is  admissible,  as  we  are  confronted  by  a  distinct 
break  in  the  muscular  continuity,  a  mass  of  connective 
tissue  over  which  it  is  impossible  to  conceive  of  the  wave 
of  contraction  passing. 

Accordingly  it  has  been  supposed  that  the  breach  of  con- 
tinuity is  bridged  over  by  a  series  of  nervous  channels,  along 
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which  impulses  pass  and  result  in  the  initiation  of  a  con- 
traction of  the  ventricular  muscle  ;  and  the  co-ordination 
between  the  auricular  and  ventricular  beats  has  been  sup- 
posed to  be  due  to  the  action  of  nerve-cells  lying  in  the 
substance  of  the  heart.  It  can,  however,  be  shown  that  the 
ganglia  are  unnecessary  to  the  proper  action  of  the  heart, 
and  experiments  have  been  made  which  seem  to  prove  that 
the  nerves  also  are  by  no  means  indispensable  to  such 
action. 

A  variety  of  other  theories  have  been  put  forward,  but  in 
the  case  of  none  of  them  can  it  be  said  that  a  satisfactory 
explanation  of  all  the  facts  has  been  given.  It  has  been 
supposed  that  ventricular  contraction  is  initiated  by  the 
sudden  rise  of  blood-pressure  coincident  with  the  contraction 
of  the  auricles,  but  to  this  it  may  be  objected  that  in  a 
heart  containing  no  blood  the  same  sequence  is  observed, 
and  experiments  have  been  made  in  which  the  auricle  was 
separated  from  the  ventricle  by  cutting  through  the  auriculo- 
ventricular  junction,  whilst  precautions  were  taken  to  keep 
the  parts  in  apposition  and  prevent  any  interference  with 
the  normal  changes  of  intra-cardiac  pressure.  In  these 
experiments  it  was  found  that  the  sequence  of  ventricular 
upon  auricular  beat  was  no  longer  preserved,  but  the  ventricle 
commenced  to  beat  with  a  rhythm  of  its  own.  And  in  the 
case  of  those  theories  which  seek  to  find  in  the  electrical 
variation  of  the  auricle,  or  the  mechanical  pulling  upon  the 
chordfe  tendinete  by  the  contraction  of  the  muscular  fibres 
of  the  auriculo- ventricular  valves,  an  efficient  cause  for  the 
sequent  contraction  of  the  ventricle,  equally  grave  objections 
exist  which  may  be  urged  against  them. 

And  contrasting  the  beautifully  simple  explanation, 
which  is  amply  sufficient  to  explain  the  phenomena  in  the 
hearts  of  cold-blooded  animals,  with  the  complicated 
theories  above  mentioned,  which  have  been  put  forward  to 
afford  a  like  explanation  of  the  phenomena  in  the  case  of 
mammals,  and  having  in  view  the  single  supposed  fact  which 
rendered  these  theories  necessary,  it  seemed  to  me  worth 
while  to  make  a  careful  examination  of  the  details  of 
structure  actually  existing  at  the  auriculo-ventricular  junc- 
tion in  the  heart  of  the  mammal.      The  following  are  the 
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results  of  such  examination^  and  the  modifications  which 
the  new  facts  will  necessitate  in  our  conception  of  the 
passage  of  the  wave  of  contraetion  over  the  auriculo- ventri- 
cular groove.  Moreover,  these  results  tend  to  throw  light 
upon  the  action  of  various  drugs  upon  the  heart,  and 
render  possible  an  explanation  of  the  facts  observed  in  the 
hearts  of  animals  other  than  adult,  and  in  the  hearts  of  adult 
animals  under  various  artificial  conditions.  Thus  we  are 
concerned  not  only  with  the  physiology,  but  also  with  the 
pathology  of  the  heart. 

For  the  sake  of  the  convenience  of  working  with  small 
hearts,  and  on  the  supposition  that  the  structure  would  be 
at  all  events  approximately  the  same  through  the  whole 
class  of  the  mammalia,  my  first  experiments  were  made 
upon  the  hearts  of  rats,  and  the  observations  were  after- 
wards controlled  by  experiments  made  upon  the  hearts  of 
animals  higher  in  the  scale,  such  as  guinea-pigs,  hedgehogs, 
rabbits,  cats,  dogs,  and  finally  monkeys  ;  and  inasmuch  as 
from  embryological  considerations  it  was  reasonable  to 
suppose  that  a  time  must  exist  at  which  the  primitive  con- 
tinuity of  the  tissue  of  the  tube  forming  the  heart  became 
separated  into  two  portions,  one  forming  the  auricle  and 
the  other  forming  the  ventricle  (supposing  such  separation 
to  exist  in  the  adult  heart),  such  a  stage  was  anxiously 
looked  for  as  being  likely  to  afford  an  example  (rare  in 
physiology)  of  an  organ  suddenly  undergoing  a  change  of 
structure  which  could  not  but  profoundly  modify  the  details 
of  its  function. 

But  though  much  time  was  spent  and  much  labour 
devoted  to  the  search,  the  examination  was  carried  out 
upon  hearts  in  all  stages  right  up  into  that  of  adult  life 
without  any  stage  being  found  in  which  the  auricular 
muscular  fibres  became  distinct  from  the  ventricular  fibres  ; 
but,  on  the  contrary,  in  all  cases  the  older  idea  was  found  to 
be  entirely  erroneous,  and  a  complete  muscular  contmuity 
could  be  proved  to  exist  between  the  two  chambers  of  the 
heart.  So  important  did  this  fact  appear,  that  the  examina- 
tion was  at  once  extended  to  the  hearts  of  other  animals,  and 
more  especially  was  attention  paid  to  animals  comparatively 
high  in  the  scale. 
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And  at  once  another  important  fact  became  apparent. 

Not  only  was  it  soon  found  that  a  continuity  did  exist 
between  the  muscular  tissue  of  the  two  chambers  of  the 
heart  in  the  higher  animals,  but  it  was  observed  that  this 
connection  varied  in  completeness  in  the  various  animals, 
and,  as  a  general  rule,  became  less  complete  the  higher  the 
place  occupied  by  the  animal  in  the  scale.  For  instance, 
whilst  in  the  adult  rat  the  muscular  connection  is  very 
apparent,  and  consists  of  bundles  of  muscular  fibres  running 
through  the  junction  from  auricle  to  ventricle  without  very 
much  modification  of  the  tissue  forming  the  bridge,  in  the 
case  of  the  monkey  the  connection  is  of  a  different  cha- 
racter, and  consists  of  peculiarly  modified  muscular  fibres 
lying  in  the  fibrous  tissue  of  the  auriculo-ventricular  groove. 

And  even  in  the  rat  it  is  seen  that  although  in  tracing 
the  growth  of  the  heart  up  from  the  embryonic  to  the  adult 
condition  no  stage  can  be  observed  in  which  a  definite  separa- 
tion of  the  muscular  tissue  forming  the  ventricle  from  that 
forming  the  auricle  occurs,  yet  a  change  in  the  manner,  and 
more  particularly  in  the  amount  of  connection  does  take 
place  ;  and  in  the  adult,  instead  of  the  large  masses  of  fibres 
sweeping  freely  through  from  auricle  to  ventricle,  a  much 
narrower  band  is  present  to  form  the  connecting  bridge. 

The  modifications  that  occur  in  animals  higher  in  the 
scale  are  as  follows : 

At  the  same  time  that  a  change  is  taking  place  in  the 
amount  of  the  muscular  tissue  forming  the  bridge  between 
auricle  and  ventricle,  a  change  is  taking  place  in  the 
character  of  the  fibres  which  enter  into  the  composition  of 
this  bridge.  For  instead  of  consisting  of  muscle-fibres  like 
those  existing  in  the  auricle  and  ventricle,  the  cells  are 
seen  to  become  peculiarly  modified,  and  to  take  on  the  form 
of  elements  which  are,  as  a  rule,  fusiform,  and  which,  if 
traced  along  their  course,  are  seen  to  swell  out  to  about  the 
size  of  an  ordinary  fibre,  to  contract  again  to  extremely  fine 
threads,  to  branch,  and  finally  to  become  connected  to  the 
branches  of  other  similar  cells.  In  many  places  the  cells 
bear  a  striking  resemblance  to  the  cells  composing  non- 
striped  muscular  tissue,  but  an  essential  difference  can 
always    be    made    out    even    in    the    very    finest    threads, 
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inasmucli  as  the  transverse  striation  is  plainly  visible.  In 
the  monkey  it  is  particularly  well  seen  that  these  fibres  run 
through  the  fibrous  tissue  forming  the  "  ring  "  at  the 
auriculo-ventricular  junction^  and  that  the  total  sectional 
area  of  the  muscular  tissue  is  inconsiderable  when  compared 
with  the  total  sectional  area  of  the  fibrous  tissue.  More- 
over, the  bundles  of  muscular  tissue  of  the  auricle  upon 
approaching  the  auriculo-ventricular  junction  are  seen  to 
break  up  into  stellate  masses,  the  rays  of  which  become 
connected  with  the  peculiar  fibres  above  described  as  exist- 
ing in  the  fibrous  tissue  of  the  junction  ;  and,  on  the  other 
hand,  the  masses  of  muscular  tissue  of  the  ventricle  on 
approaching  the  junction  become  collected  into  leashes  of 
very  fine  fibres,  which  run  for  a  variable  distance  into  the 
fibrous  tissue,  and  finally  become  connected  with  the  modi- 
fied cells  of  the  groove,  just  as  do  the  auricular  fibres. 

Thus  it  is  seen  that  there  exists  between  the  auricle  and 
ventricle  a  network  of  peculiai^ly  modified  muscular  cells 
which  permeates  the  fibrous  connective  tissue  of  the  groove  ; 
and  that  this  network  is  connected  with  the  muscular  tissue 
forming  the  walls  of  the  auricle  on  the  one  hand,  and  with 
the  muscular  tissue  forming  the  walls  of  the  ventricle  on  the 
other.  And  in  consequence  of  this  the  old  idea  of  the 
complete  absence  of  muscular  continuity  between  the  auricles 
and  ventricles  of  the  mammalian  heart  is  seen  to  be  without 
foundation,  since  such  a  continuity  has  now  been  proved  to 
exist. 

It  is  scarcely  necessary  to  point  out  that  the  above  facts 
must  exert  a  profound  influence  upon  our  conception  of  the 
method  of  transmission  of  the  wave  of  contraction  across  the 
auriculo-ventricular  groove,  inasmuch  as  the  views  that  have 
hitherto  been  held  have  been  grounded  upon  what  we  now 
know  to  be  the  erroneous  supposition  that  the  auricle  and 
ventricle  were  (so  far  as  muscular  tissue  is  concerned) 
anatomically  distinct  from  one  another. 

Whilst  these  views  were  held  it  was  necessary  to  suppose 
that  the  ventricular  contraction  was  initiated  by  some  impulses 
passing  over  the  junction  by  some  path  other  than  a  muscular 
one,  and,  in  consequence,  nervous  agency  amongst  others  was 
called  in  to  afford  the  requisite  explanation.      But,  as  above 
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stated,  tliere  are  very  grave  objections  to  the  theories  that 
have  been  put  forward,  and,  moreover,  these  theories  are  now 
unnecessary,  inasmuch  as  the  phenomena  in  the  case  of 
the  mammal's  heart  are  upon  exactly  the  same  footing  as  the 
phenomena  in  the  case  of  the  heart  of  cold-blooded  animals, 
and  therefore  we  are  justified  in  supposing  that  the  explana- 
tion is  the  same  in  the  two  cases. 

In  the  case  of  the  heart  of  cold-blooded  animals,  the 
explanation  universally  accepted  is  that  the  transmission  of 
the  wave  of  contraction  across  the  auriculo-ventricular  groove 
is  of  exactly  similar  nature  to  the  transmission  of  a  wave  of 
contraction  along  any  other  continuous  tract  of  muscular 
tissue.  In  the  case  of  the  mammal  then  it  is  merely  neces- 
sary to  suppose  that  the  conduction  of  the  wave  of  contrac- 
tion across  the  auriculo-ventricular  groove  is  of  exactly  the 
same  nature  as  the  conduction  of  a  wave  of  contraction  along 
any  other  continuous  stretch  of  muscular  tissue. 

We  are,  however,  here  met  by  a  difficulty,  for  whereas  in 
most  such  stretches  of  muscular  tissue  the  wave  of  contrac- 
tion passes  along  with  uniform  velocity,  in  the  case  of  the 
heart  a  distinct  pause  occurs  at  the  moment  that  the  con- 
traction reaches  the  auriculo-ventricular  junction,  and  any 
theory  tliat  is  put  forward  to  explain  the  conduction  as  of 
a  purely  muscular  nature  should  account  also  for  such  pause. 
And  it  is  not  difficult  to  furnish  an  explanation. 

For  it  will  be  remembered  that  the  muscular  tissue  at  the 
groove  was  described  as  being  of  a  nature  different  from 
ordinary  cardiac  muscular  tissue,  inasmuch  as  the  muscular 
fibres  are  in  places  very  much  attenuated,  and  strongly 
resemble  non-striped  muscle.  Moreover,  the  fibres  are 
arranged  as  a  branching  network.  It  has  been  proved  by 
Romanes  in  the  case  of  Medusae  that  the  rate  of  conduction 
varies  directly  as  the  sectional  area  of  the  conducting  path, 
and  we  know  that  the  rate  of  conduction  in  the  case  of  non- 
striped  muscle  is  less  than  in  the  case  of  striped  muscle.  It 
is  therefore  reasonable  to  suppose  that  in  the  case  of  the 
muscular  tissue  at  the  groove,  where  we  have  a  distinct 
variation  in  the  direction  of  non-striped  muscle  and  a 
distinct  and  very  considerable  diminution  of  the  sectional 
area,  we  should  find  a  corresponding  diminution  in  the  rate 
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of  transmission  of  the  impulse  ;  and  a  variety  of  experiments 
have  been  made  which  tend  to  show  that  by  artificial  means 
a  condition  can  be  brought  about  in  a  continuous  stretch  of 
muscular  tissue  which  very  closely  resembles  the  condition 
naturally  existing  at  the  groove.  The  artificial  interference 
referred  to  consists  in  gradually  lessening  the  sectional  area 
of  the  muscular  tissue  at  a  given  point  by  a  cut  which 
nearly,  but  not  quite,  divides  the  mass  of  tissue  into  two 
parts,  the  narrow  bridge  left  being  the  only  path  by  which 
waves  of  contraction  started  at  one  end  of  the  mass  can  pass 
to  the  portion  on  the  other  side  of  the  cut. 

Under  these  circumstances  it  is  seen  that  the  wave  of 
contraction  passes  along  the  muscular  tissue  as  far  as  the 
bridge,  that  a  pause  then  occurs,  and  afterwards  the  tissue 
on  the  other  side  of  the  bridge  contracts.  By  narrowing 
the  bridge  a  state  of  things  may  be  obtained  in  which  not 
every,  but  every  other  contraction  is  able  to  overcome  the 
resistance  at  this  point,  and  by  still  further  narrowing  it  the 
impulse  is  prevented  altogether  from  crossing  from  one  part 
of  the  tissue  to  the  other.  It  is  seen,  therefore,  that  by 
narrowing  the  sectional  area  of  a  tissue  whose  conductivity  is 
naturally  good,  a  condition  of  things  may  be  obtained  in 
which  every  impulse  arriving  at  the  point  operated  upon  is 
delayed  in  transmission,  and  by  still  further  nari'owing  the 
bridge  every  other  contraction  is  absolutely  prevented  from 
crossing. 

Just  so  in  the  heart.  Under  normal  circumstances  every 
wave  of  contraction  is  delayed  on  arriving  at  the  auriculo- 
ventricular  junction,  and  it  appears  reasonable  to  suppose 
that  this  delay  is  due  to  the  narrowing  of  the  conducting 
path  by  the  breaking  up  of  the  auricular  muscle  into  the 
network  of  fine  fibres  above  described,  and  to  the  lowering 
of  the  conductivity  of  these  fibres  consequent  upon  their 
modification  in  the  direction  of  non-striped  muscle. 

In  the  same  way  in  a  heart  the  vitality  of  which  is 
declining,  it  may  often  be  observed  that  not  every  but 
every  other  wave  of  contraction  initiated  at  the  venous  end 
passes  over  the  auricle  and  is  able  to  give  rise  to  a  contrac- 
tion of  the  ventricle ;  and  it  has  been  seen  that  exactly  such 
a    condition    may   be    induced    in    a    continuous    stretch    of 
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muscular  tissue  by  narrowing  the  sectional  area  at  a  given 
point.  In  the  one  instance  it  is  a  case  of  narrowing  the 
sectional  area  of  a  tissue  the  conductivity  of  which  is  highj 
in  the  other  of  lowering  the  vitality  of  a  tissue  the  sectional 
area  of  which  is  already  somewhat  small. 

Moreover  it  is  found  that  in  the  heart,  under  certain 
conditions,  it  is  possible  to  reverse  the  normal  sequence,  and 
instead  of  a  beat  of  the  ventricle  following  a  beat  of  the 
auricle  the  beat  starts  in  the  ventricle,  reaches  the  groove, 
passes  over  it,  and  initiates  a  beat  in  the  auricle.  This 
reversed  beat  has  been  obtained  in  the  hearts  of  various 
animals,  and  I  have  found  no  difficulty  in  producing  it  by 
passing  induction  shocks  into  the  ventricle  at  a  rate  slightly 
greater  than  the  normal  rate  of  the  heart's  rhythm,  or  by 
passing  the  induction  shocks  at  any  desired  rate  into  the 
ventricle  of  a  heart  inhibited  by  vagus  stimulation.  These 
results  are  readily  enough  to  be  explained  if  the  conducting 
apparatus  is  muscular  in  nature,  but  many  difficulties  are  in 
the  way  if  the  apparatus  be  supposed  to  be  nervous. 

A  study  of  the  hearts  of  young  animals  affords  some 
interesting  results. 

It  is  well  known  that  in  young  animals  the  heart  will 
continue  to  beat  for  a  much  longer  period  after  death  than 
is  the  case  with  adult  animals  ;  and  in  adult  animals,  if  we 
carefully  examine  a  heart  in  which  the  normal  beats  have 
just  ceased  to  pass  over  the  ventricles,  it  will  be  noticed  that 
although  the  heart  as  a  whole  has  ceased  to  pulsate,  yet 
certain  parts  of  it  are  still  in  action  and  beating  almost  as 
vigorously  as  ever.  The  parts  referred  to  are  the  auricles, 
and  close  examination  will  show  that  the  impulse  starts,  as 
usual,  at  the  origin  of  the  great  veins,  passes  over  the 
auricular  muscle  and  reaches  the  groove,  where,  instead  of 
inducing  a  ventricular  contraction,  its  strength  seems  to  die 
out,  and  it  appears  to  be  unable  to  cross  the  bridge  of  tissue 
connecting  the  auricle  to  the  ventricle.  In  adult  hearts, 
therefore,  it  is  rather  a  failure  of  the  contraction  to  be 
conducted  over  the  heart  from  auricle  to  ventricle  than  any 
failure  of  the  initiation  of  the  beat  in  the  venous  end  of  the 
heart,  and  the  difference  between  the  adult  and  young  heart 
is  a  difference  of  conduction  rather  than  a  difference  in  the 
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initiation  of  the  beat.  If  then  the  beat  is  readily  conveyed 
over  the  auriculo-ventricular  junction  in  the  case  of  young 
hearts  whose  vitality  is  declining,  and  is  blocked  in  the  case 
of  adult  hearts  in  similar  circumstances,  and  if,  as  has  been 
shown,  the  sectional  area  of  the  connecting  muscular  tissue 
in  the  case  of  young  animals  is  greater  than  in  the  case 
of  adults,  it  is  reasonable  to  suppose  that  the  superior  con- 
ductivity in  the  case  of  young  animals  is  due  to  the  greater 
sectional  area  of  this  connecting  bridge,  and  similarly  that 
the  low  conductivity  in  the  case  of  adult  hearts  is  due  to  the 
narrowness  of  this  connecting  bridge  and  the  lowering  of 
the  conductivity  of  the  fibres  remaining  by  their  differen- 
tiation in  the  direction  of  non-striped  muscle. 

A  similar  difference  between  young  and  adult  hearts  may 
be  observed  in  the  case  of  chloroform  poisoning. 

I  have  constantly  found  that  in  the  case  of  young  animals 
it  is  far  more  difficult  to  produce  death  by  chloroform  inhala- 
tion than  in  the  case  of  adults,  and  in  animals  newly  born 
or  only  a  few  days  old,  this  is  carried  to  such  an  extent  that 
a  prolonged  sojourn  under  a  bell-jar  with  an  excess  of 
chloroform  seems  to  exercise  a  comparatively  slight  effect 
upon  the  normal  condition  of  the  animal,  which  appears 
almost  as  lively  as  before,  and  is  certainly  keenly  conscious 
of  painful  sensations.  The  heart  continues  to  beat,  and 
altogether  the  animal  is  but  very  slightly  affected  by  a  set 
of  conditions  that  would  speedily  result  in  the  death  of  an 
adult.  A  very  similar  thing  is  observed  when  a  pregnant 
animal  is  made  to  inhale  chloroform.  After  actual  poisoning 
and  death  of  the  mother,  upon  opening  the  uterus  it  will  be 
found  that  the  fcEtus  is  quite  unaffected,  though  it  must  have 
been  exposed  to  the  influence  of  a  considerable  amount  of 
chloroform  circulating  in  the  blood  of  the  mother.  In  these 
cases  the  animal,  as  a  whole,  seems  especially  resistant  to  the 
action  of  the  drug,  and  it  is  not  necessary  to  call  in  struc- 
tural points  to  explain  the  resistance,  as  probably  it  depends 
upon  fundamental  differences  in  the  tissues  of  the  different 
animals.  It  is,  however,  of  interest  to  note  that  in  the  case 
of  the  organ  with  which  we  are  more  especially  dealing  at 
present,  it  is  in  the  young  animal,  i.  e.  the  one  in  which  the 
muscular  connection  between  auricles  and  ventricles  is  most 
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perfect  and  undifferentiated,  and  therefore  in  whicli  the  con- 
ductivity is  highest,  that  we  find  the  greatest  resistance  to 
the  action  of  the  drug  ;  and  in  older  animals,  where  the  mus- 
cular continuity  is  less  perfect,  and  the  conductivity  there- 
fore lower,  that  we  find  a  stoppage  of  the  heart  occurring 
as  a  result,  direct  or  indirect,  of  chloroform  inhalation. 


Conclusions. 

The  conclusions  that  may  be  drawn  from  the  above  re- 
search are  the  following  : 

1.  The  well-marked  separation  between  the  auricles  and 
ventricles  of  the  mammalian  heart  which  has  so  often  been 
described  has  no  real  existence,  but,  on  the  other  hand,  the 
muscular  fibres  of  the  auricle  are  connected  with  the  muscu- 
lar fibres  of  the  ventricle,  both  directly  and  by  means  of 
peculiarly  modified  muscle-cells  lying  in  the  connective  tissue 
of  the  auriculo-ventricular  groove. 

2.  The  wave  of  contraction  is  conducted  from  the  auricle 
to  the  ventricle  in  the  same  manner  as  the  wave  of  contrac- 
tion is  conducted  along*  any  other  continuous  stretch  of  mus- 
cular tissue.  A  similar  explanation  of  the  conduction  from 
ventricle  to  auricle  holds  good. 

3.  The  muscular  connection  between  auricle  and  ventricle 
is  of  greater  sectional  area  in  young  animals  than  in  adults. 
Probably  connected  with  this  is  the  fact  that  after  systemic 
death  the  heart  of  a  young  animal  will  continue  to  beat  for 
a  considerably  longer  time  than  will  the  heart  of  an  adult. 

4.  The  pause  observed  when  the  wave  of  contraction 
passing  over  the  heart  reaches  the  auriculo-ventricular 
junction  is  probably  due  to  a  lessening  of  the  sectional  area 
and  a  modification  in  the  conducting  power  of  the  muscular 
tissue  existing  at  this  point. 


DESCRIPTION  OF  PLATE  IV. 

Illustrating  Mr.  Kent's  paper  "  On  the  Relation  of  Function 
to  Structure  in  the  Mammalian  Heart/' 

[The  figures  are  reproduced  from  untouched  negatives  of  the  specimens.] 

Fig.  1. — Section  through  heart  of  adult  rat.  The  lower  mass  of  muscular 
tissue  is  the  wall  separating  the  two  ventricles  j  the  upper  mass  is  the  wall 
separating  the  two  auricles.  On  the  left  is  seen  one  of  the  flaps  of  the  mitral 
valve.  The  auricular  muscular  tissue  is  seen  to  pass  without  interruption  into 
the  ventricular  wall,      x   50. 

Fig.  2. — Section  through  junction  of  auricle  and  ventricle.  Heart  of  adult 
rat.  The  auricular  fibres  are  seen  to  pass  without  interruption  into  the  ventri- 
cular wall.  The  magnification  being  greater  than  in  Fig.  1  it  is  possible  to 
follow  individual  fibres  from  auricle  to  ventricle,      x   100. 

Fig.  3. — Section  through  fibrous  connective- tissue  "ring"  at  junction  of 
auricle  and  ventricle.  Heart  of  adult  monkey.  The  branched  muscle-cells  lying 
in  the  fibrous  tissue  are  well  seen.  Towards  the  auricular  end  one  or  two  of  the 
elongated  fusiform  cells  are  present,  and  under  the  microscope  these  may  be  seen 
to  be  connected  with  the  auricular  muscle,      x  100. 
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SIXTY-TWO  STONE  CASES  THEATED  BY 
LITHOTRITY. 


By  H.  MILTON,  P.M.O., 

CAIEO    GENERAL    HOSPITAL. 


It  was  primai'ily  intended  that  this  paper  should  set 
forth  the  superiority  of  lithotrity  over  all  other  operations 
for  the  removal  of  stone  in  the  great  majority  of  cases  of 
vesical  calculus.  It  was  intended  to  compare  the  results  of 
fifty  consecutive  lithotrities  with  those  of  fifty  lithotomies  to 
give  the  comparative  results  at  different  ages,  with  differ- 
ent sizes  and  characters  of  stones,  and  in  different  conditions 
of  the  urinary  organs.  The  idea  was  to  show  that  in  my 
experience  simple  lithotrity  was  the  best  operation,  and 
supra-pubic  lithotomy  the  worst,  in  90  per  cent,  of  all  cases 
of  stone  in  the  bladder,  and  that  the  remaining  10  per  cent, 
were  best  treated  by  perinaeal  lithotrity. 

It  is  very  difficult,  however,  for  a  writer  to  ensure  that 
the  impression  he  conveys  is  the  one  he  is  justified  in  con- 
veying ;  standing  as  he  does  with  an  object  in  view,  he  will 
surely  do  his  best  to  attain  that  object,  and  the  bias  which 
has  led  him  to  his  own  conclusions  will  give  a  character  to 
his  statements,  rendering  their  real  value  vei'y  difficult  for 
the  reader  to  estimate.  Any  attempts  made  to  draw  con- 
clusions from  statistics  are,  moreover,  almost  entirely  vitiated 
by  the  many  elements  of  the  calculation  which  are  incapable 
of  being  calculated.  I  have  decided,  therefore,  to  give  a 
simple  and  complete  list  of  all  lithotrities  performed  by  me 
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in  the  hospital  since  the  beginning  of  1892,  to  refer  briefly 
to  some  of  the  unknown  quantities  which  render  comparisons 
and  conclusions  impossible,  and  to  leave  my  readers  complete 
freedom  to  make  any  comparisons  and  to  draw  any  conclu- 
sions for  themselves. 

The  first  and  most  important  of  these  unknowns  to  which 
I  would  refer  are  racial  differences.  I,  after  nine  years' 
acquaintance  with  Orientals  as  existing  in  Egypt,  am  con- 
vinced that  deductions  drawn  from  Oriental  experience,  be 
they  in  chloroform  or  in  cholera,  in  sanitation  or  in  stone, 
are  almost  valueless  when  applied  to  Europeans.  It  has 
often  seemed  to  me  that  the  Oriental  (and  here  let  me  say 
that  my  statements  refer  chiefly  to  the  lower  class  Egyptian), 
while  presenting  great  resistance  to  the  invasion  of  disease, 
offers  very  little  to  its  progress. 

His  cuticle,  corporeal  and  mental,  has  been  thickened  by 
generations  of  hardship  and  oppression  ;  to  him  exposure  to 
great  changes  of  temperature,  to  privations,  to  unsanitary 
conditions,  and  to  the  many  forms  of  virus  which  surround 
him,  have  become  as  natural  and  as  supportable  as  mis- 
government,  ignorance,  and  slavery.  Once  penetrate  this 
cuticle,  however,  his  first  and  only  real  line  of  defence,  and 
there  is  but  very  little  resistance  behind.  The  black  man, 
when  he  has  once  thoroughly  realised  the  hopeless  misery 
of  his  condition,  makes  up  his  mind  to  die  and  dies  ;  once  a 
local  tubercular  lesion  has  started  in  a  Nubian,  general 
tuberculosis  follows  with  incredible  rapidity;  the  Egyptian, 
when  once  any  septic  mischief  is  set  up,  may  be  looked 
upon  as  lost,  acute  pneumonia  is  as  fatal  to  him  as  typhus 
is  to  Europeans.  The  cuticle  of  the  mucous  tracts  is  as 
resistant  as  that  of  the  skin. 

Oriental  hospitality  is  famed,  but  certainly  in  Egypt  it  is 
most  remarkable  as  extended  to  parasites  ;  90  per  cent,  of  the 
subjects  in  the  post-mortem  rooms  present  parasitic  worms, 
85  per  cent,  of  the  cases  under  treatment  in  Dr.  Sandwith's 
medical  general  ward  one  day  last  summer  were  suffering 
from  ankylostomiasis,  two  out  of  every  three  patients  that 
came  to  the  surgical  wards  show  the  results  of  the  Bilharzia 
worms  in  their  urinary  apparatus.  And  yet  this  mass  of 
parasites  is  tolerated  with  the  greatest  equanimity,  and  their 
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ravages  ai*e  for  a  long  time  limited  by  the  resistant  mucous 
membrane.  One  variety  of  them,  however,  the  ankylostoma, 
sufficiently  armed  as  it  is  readily  to  pierce  the  duodenal 
mucous  membrane,  becomes  rapidly  accompanied  by  pro- 
nounced anfemia. 

The  Bilharzia  heematobia  comfortably  ensconced  in  the 
portal  viens  and  its  branches  distributes  millions  of  embryos, 
the  which  taking  up  their  abode  chiefly  in  the  raucous  mem- 
branes of  the  genito-urinary  tract,  produce  changes  in  that 
tract  from  the  glomeruli  of  the  urinary  tubules  to  the  rem- 
nant of  a  foreskin,  sufficient  to  put  nine  out  of  ten  Europeans 
similarly  affected  entirely  hors  de  combat.  Interstitial  ne- 
phritis, nephritic  abscess,  pyelitis,  dilated  calices,  ureters 
finger  thick,  bladders  with  mucous  membrane  entirely  re- 
placed by  layers  half  an  inch  thick  of  embryos,  cystitis  of 
every  intensity,  urethras  absolutely  impassable,  urinary  fistulse 
ten  or  twenty  in  number,  calculi  everywhere,  such  are 
common,  aye  very  common,  experiences  of  the  clinic  and  of 
the  post-mortem  room,  and  incredible  as  it  may  seem,  the 
subjects  of  these  outrageous  lesions  may  follow  their  occu- 
pations with  energy  and  contentment  quite  up  to  the  usual 
Egyptian  standard.  It  is  no  exaggeration  to  say  that  an 
Egyptian  with  sufficient  disease  in  his  urinary  tract  to  be 
fatal  to  any  European  may  carry  on  his  bodily  functions  in 
such  a  way  as  to  maintain  practically  perfect  general  health. 
Inside  his  urinary  tract  all  may  be  hopelessly  and  utterly 
diseased,  while  his  general  system  may  remain  for  an  inde- 
finite period  unappreciably  affected. 

And  here  again,  a  very  important  point  presses  for  con- 
sideration. The  Oriental  cannot  entirely  do  without  a 
urinary  system,  but  I  am  convinced  that  it  is  a  less  impor- 
tant item  in  his  economy  than  in  that  of  an  Occidental.  I 
am  not  aware  of  any  statistics  bearing  on  the  point,  but  I 
am  sure  that  metabolic  changes  are  much  more  thoroughly 
carried  out  in  tropical  and  subtropical  countries,  and  that 
the  residues  of  such  changes  are  less  complex  in  structure, 
and  are  more  easily  evacuated  by  tissues  other  than  renal, 
than  they  are  in  higher  latitudes.  The  metabolic  changes 
proceed  more  uniformly  ;  there  is  much  less  storage  either 
of  fatty,  potential,  or  of  effete  material ;  there  is  less  ten- 
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dency  to  hibernation  and  its  necessary  accumulatious  ;  there 
are  more  frequent  fever  storms  and  consequent  clearances. 
The  second  great  unknown  arises  from  the  probable  differ- 
ence in  causation  of  stone  in  Egypt  and  in  Europe.  In  all 
cases  the  origin  of  most  acid  stones  is  obscure^  but  in  Egypt 
a  factor^  of  perhaps  very  great  importance,  is  introduced  by 
the  universal  dissemination  of  the  Bilharzia  parasite.  The 
eggs  of  this  parasite  have  been  considered  by  mauy  authori- 
ties to  be  the  principal  cause  of  the  frequency  of  stone  in 
Egypt,  and  unquestionably  these  eggs  are  to  be  found  in  the 
nucleus  of  many  calculi.  A  third  unknown  quantity  is 
introduced  by  the  difference  of  the  surroundings  in  which 
operative  treatment  is  carried  out.  In  Cairo  the  hospital 
wards  lay  open  to  every  wind,  day  and  night,  during  the 
summer,  and  for  the  greater  part  of  the  day  during  the 
winter.  Practically  for  three  quarters  of  the  year  the 
patients  are  treated  in  the  open  air.  Taking  into  considera- 
tion these  three  unknowns  only,  and  ignoring  the  many 
minor  factors,  such  as  the  absence  of  mental  emotion  and  of 
shock,  the  diet  and  habits  of  the  patients,  the  out-of-door 
life  usually  led,  it  becomes  evidently  impossible  to  apportion 
a  true  value  to  the  following  table  of  lithotrities,  which, 
remarkable  at  first  sight,  loses  when  critically  looked  at  all 
value  as  a  basis  for  conclusions. 


No. 

Age. 

Nature  of  stone. 

Weight 
in 

Approx. 
weight. 

Result.           Observations. 

grammes 

Oz.    Drms. 

1 

25 

Urates 

1480 

5 

I 
1       Cored  Removed  per  peri- 

nseum. 

2 

21 

Urates  and  cystine 

5-0 

— 

1 

3 

60 

Urates 

150 

— 

4 

4 

40 

,, 

57-0 

2 

—        „ 

5 

35 

Phosphate  of  lime 

3-5 

— 

1 

1 

6 

40 

Oxalates 

7-5 

— 

2        ..     ! 

7 

30 

jj 

130 

— 

3i         „      i 

8 

30 

Phosphates  and  oxalates 

85-0 

3 

i  '■      .      \ 

9 

27 

,, 

4-5 

— 

1 

10 

40 

jj 

120 

— 

3 

! 

11 

3R 

Phosphates  and  urates 

3-5 

— 

1 

12 

60 

» 

13-5 

— 

H       ,, 

13 

40 

190 

— 

6 

1 

14 

70 

» 

100 

— 

3 

15 

30 

» 

220 

— 

6i  1      „      i 

16 

45 

>» 

20 

— 

1 

» 

1 
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Weight 

Approx. 
weight. 

No. 

Age. 

Nature  of  stone. 

in 
grammes 

Result. 

Observations. 

Oz. 

Drms 

17 

25 

Phosphates  and  urates 

250 

7 

Cured 

18 

60 

,, 

5-0 

— 

1 

» 

19 

35 

„ 

4-50 

— 

1 

» 

20 

85 

j> 

62-0 

2 

1 

,, 

21 

16 

60-0 

2 

— 

» 

Removed  per  peri- 
naeum. 

22 

25 

„ 

40-0 

1 

3i 

,, 

23 

35 

Phosph.,  urates,  oxalates 

5-0 

— 

1 

„ 

24 

45 

Phosphates 

2-30 

— 

3 

„ 

25 

38 

Oxalates 

12-0 

— 

3 

„ 

26 

12 

Phosphates 

120 

— 

3 

„ 

27 

30 

Phosphates  and  oxalates 

12-0 

— 

3 

„ 

28 

35 

Phosphates  and  urates 

18-0 

— 

5 

» 

29 

40 

» 

190 

— 

6 

„ 

30 

18 

Oxalates  and  urates 

5-0 

— 

1 

,j 

31 

19 

Phosphates  and  urates 

300 

1 

— 

„ 

32 

12 

,j 

21-0 

— 

6 

„ 

33 

35 

Phosphates- 

22-5 

— 

ei 

„ 

34 

24 

Oxalates 

32-0 

1 

1 

,, 

35 

45 

Phosphates  and  urates 

4-0 

— 

1 

„ 

36 

35 

Phosphates 

43-0 

1 

4 

„ 

37 

80 

Phosphates  and  urates 

43-0 

1 

4 

Died 

Old  age.  Stones 
in  both  kidneys; 
purulent  cystitis. 

38 

14 

» 

93-0 

3 

2 

Cured 

Removed  per  peri- 
nseum. 

39 

45 

Phosphates 

65-0 

2 

2 

„ 

40 

30 

Phosphates  and  urates 

9-0 

— 

3 

„ 

41 

28 

» 

520 

1 

7 

>» 

42 

60 

„ 

5-0 

— 

1 

„ 

43 

45 

Oxalates 

30 

— 

1 

,, 

44 

45 

Urates,  oxalates,  phosph. 

97-0 

3 

3 

" 

Removed  per  peri- 
nseum. 

45 

28 

,, 

130 

— 

4 

» 

46 

30 

Phosphates 

30-0 

1 

— 

„ 

47 

33 

„ 

250 

— 

7 

» 

48 

33 

Oxalates  and  phosphates 

15-0 

— 

4 

49 

9 

Urates,  oxalates,  phosph. 

32-0 

1 

1 

" 

Removed  per  peri- 
nseuni. 

50 

23 

Phosphates 

45-0 

1 

4 

„ 

51 

23 

„ 

4-0 

— 

1 

„ 

52 

25 

Urates  and  phosphates 

330 

1 

1 

,, 

53 

35 

,, 

0-34 

— 

.  1 

1  2 

,, 

54 

40 

Phosphates 

40  0 

1 

3 

„ 

55 

75 

Urates  and  phosphates 

25-0 

— 

7 

,, 

56 

40 

„ 

5-0 

— 

1 

,, 

57 

65 

Phosphates  and  oxalates 

41-0 

1 

3 

„ 

58 

35 

Phosphates 

55-0 

1 

7 

„ 

59 

45 

Phosph.,  oxalates,  urates 

48-0 

1 

5 

,, 

60 

40 

Phosphates  and  oxalates 

2-5 

— 

i 

„ 

, 

61 

40 

Urates  and  phosphates 

8-0 

— 

2 

„ 

62 

40 

Phosphates 

350 

1 

1 

" 
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An 

Al.YSIS, 

1 

.  Ages 

of  Patients 

. 

Aiie. 

So 

of  cases. 

Observations 

0—  9 

1 

Cured. 

10—19 

6 

j> 

20-29 

11 

1) 

30-39 

18 

»» 

40—49 

53 

„ 

50—59 

0 

60—69 

5 

„ 

70—79 

2 

„ 

80—89 

2 

1  died. 

2.   Dividing  into  the  three  Periods  of  Life. 
Youth  1—30.      Full  Manhood  30—60.      Old  Age  60—90. 


Age. 

No.  of  cases. 

Observations 

1—29 

18 

Cured. 

30—59 

33 

„ 

60—90 

9 

1  died. 

3.   Shoicing  size  of  Stone. 


Size. 

No.  of  cases. 

Observations. 

Up  to  i  oz. 

30 

Cured. 

Over  ^  oz.  up  to  1  oz. 

11 

Cured. 

Over  1  oz.  up  to  2  oz. 

15 

14  cured,  1  died;  2  cured  cases 
removed  by  perinseal  lithotrity. 

Over  2  oz.  up  to  3  oz. 

2 

Cured. 

Over  3  oz.  up  to  4  oz. 

3 

Cured;  2  removed  by  perinaeal 
lithotrity,  1  by  simple  lithotrity. 

Over  5  oz.  up  to  6  oz. 

1 

Cured;  removed  by  perinaeum. 

A  few  words  are  necessary  as  regards  tbe  above  list.  It 
includes  all  the  lithotrities  done  by  me  at  the  hospital  since 
the  beginning  of  1892  up  to  to-day  with  two  exceptions. 
One  of  these  was  performed  during  1892,  and  a  stone 
weighing  85  grammes  successfully  extracted.  The  bladder 
having  been  thoroughly  washed  out  of  debris,  a  stone  was 
still  to  be  felt  on  the  rig^ht  side  of  the  abdomen.  After 
many  ineffectual  attempts  to  seize  the  stone,  an  examination 
per  rectum  showed  it  to  be  lodged  in  the  right   ureter.       A 
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perinaeal  incision  was  made,  the  stone  grasped,  and  found  to 
be  immovable.  An  incision  was  made  in  the  stone,  and 
the  mictural  entrance  into  the  bladder  enlarged  sufficiently 
to  permit  the  removal  of  a  calculus  weighing  nine  grammes, 
with  a  very  marked  neck  where  it  had  been  gripped  by  the 
mouth  of  the  ureter.  The  patient  survived  nineteen  days, 
and  on  post-mortem  examination  stones  and  pus  were  found 
in  both  kidneys. 

The  fatal  result  in  this  case  can  hardly  be  put  down  to 
the  lithotrity,  and  therefore  I  have  omitted  it  from  the  list. 
The  other  case  was  one  in  which  I  had  intended  to  perform 
lithotrity,  but  being  called  away  from  the  operating  room 
before  any  instrument  was  introduced,  I  left  an  assistant  to 
wash  out  the  bladder.  On  my  return  I  found  that  this  pro- 
cedure had  been  attended  with  great  loss  of  blood,  and  dis- 
covered on  examination  that  the  bladder  had  been  pierced. 
I  performed  supra-pubic  cystotomy  and  removed  the  stone, 
and  found  a  rent  in  the  posterior  wall  of  the  bladder.  The 
patient  was  suffering  from  offensive  cystitis  before  the 
operation,  and  acute  peritonitis  ensued  with  fatal  result. 
The  first  case  of  the  list,  although  not  performed  in  hospital, 
is  added  as  being  by  far  the  largest  I  have  ever  removed  by 
the  perineeum. 


EIGHT  CASES  OF  ABDOMINAL  SURGERY. 


By  EWEN  C.  STABB. 

EESIDENT   ASSISTANT   SURGEON. 


My  best  thanks  are  due  to  the  surgeons  of  St.  Thomas's 
Hospital,  who  so  kindly  afforded  me  the  opportunity,  not  only 
of  operating  upon  these  cases,  but  also  of  following  them 
to  their  termination.  I  have  no  original  remarks  to  make, 
but  hope  that  the  cases  may  prove  of  sufficient  interest  in 
themselves  to  be  worthy  of  a  record  in  the  Hospital 
Eeports. 

Case  1.  Acute  intestinal  obstruction ;  abdominal  section; 
strangulation  by  Meckel's  diverticulum,  which  was  removed; 
recovery. — Henry  M — ,  set.  9,  admitted  September  2nd,  1892, 
under  the  care  of  Dr.  Ord.  Patient  had  always  been 
weakly,  and  had  suffered  from  bronchitis  off  and  on  for 
several  years,  but  had  never  had  any  abdominal  trouble  ; 
bowels  always  regular.  Five  days  before  admission  he  was 
suddenly  seized  with  violent  abdominal  pain,  which  made 
him  scream  ;  he  vomited  frequently  at  night,  sleeping  only 
for  very  short  periods  at  a  time. 

Poultices  were  applied,  and  liniments  rubbed  in  without  any 
good  effect.  Next  day  opening  medicine  was  given  without 
result ;  the  vomiting  persisted,  and  he  returned  immediately 
the  iced  soda  and  milk  with  which  he  was  fed  ;  the  pain, 
however,  was  diminished.  During  the  next  two  days  the 
symptoms  were  unchanged,  and  on  the  fourth  day  enemata 
of  warm  water  and  castor  oil  were  administered  without 
effect.      He  became  light-headed  at  times,  and  craved  for 
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drink,  which  he  immediately  vomited.  Urine  was  very 
scanty.  A  morphia  injection  induced  sleep  for  the  first  time 
for  four  nights.  On  the  fifth  day  the  vomit  was  described 
to  be  like  a  diarrhoea  stool,  and  the  patient  was  brought  to 
hospital. 

On  admission. — A  much  emaciated  boy,  vomiting  fre- 
quently large  quantities  of  a  dark  brown  faeculent  fluid 
and  complaining  of  intense  abdominal  pain.  Complete 
obstruction  for  five  days.  Abdomen  moderately  distended 
and  its  walls  rigid  and  motionless.  Resonance  all  over. 
Bronchitic  signs  in  lungs.  Cough  frequent,  and  expectora- 
tion purulent.  Temperature  98*8°;  pulse  120.  Patient 
wandering  at  intervals. 

In  the  absence  of  Dr.  Ord  the  patient  was  seen  by  Dr. 
Hadden,  who  advised  exploration.  Chloroform  was  given  and 
a  median  incision  made  below  the  umbilicus.  The  intestines 
appeared  healthy,  and  on  introducing  a  finger  into  the 
abdominal  cavity,  a  tense  rounded  cord  was  discovered, 
passing  from  the  right  iliac  region  to  the  umbilicus. 

Fig.  1. 


a.  Blind  bulbous  end  of  diverticulum.  b.  Seat  of  constriction. 

c.  Origin  of  diverticulum  from  intestine. 


On  further  examination  this  proved  to  be  a  diverticulum 
from  a  coil  of  small  intestine  close  to  the  caecum,  which  was 
tightly  compressing  the  same  coil  about  nine  inches  higher  up 
(Pig.  1).      At  the  constricted  spot  the  intestine  was  greatly 
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narrowed,  being  about  the  size  of  a  No.  1 6  catheter,  and  white 
and  cicatricial  in  appearance.  There  were  no  signs  of  in- 
flammation. The  wound  was  now  enlarged  upwards  as 
high  as  the  left  side  of  the  umbilicus,  and  the  upper  end  of  the 
diverticulum  dissected  out.  It  was  found  to  terminate  in  a 
dilated  blind  end,  lobulated,  and  about  the  size  of  a  large 
cherry.  A  clamp  was  now  lightly  applied  to  the  lower  end 
of  the  diverticulum,  which  was  then  cutoff  about  1^  inches 
from  its  attachment  to  the  bowel.  After  washing  out  the 
lumen,  the  cut  extremity  was  inverted  by  means  of  a  row 
of  Lembert's  sutures  of  fine  silk  passed  through  the  peri- 
toneal coat,  which  was  supplemented  by  a  second  row  caus- 
ing more  inversion.  The  inverted  portion  could  now  be  felt 
just  entering  the  lumen  of  the  bowel. 

The  abdominal  wound  was  closed  with  a  fine  continuous 
silk  suture  in  the  peritoneum,  and  interrupted  sutures  of 
the  same  material  in  the  abdominal  wall. 

The  patient  stood  the  operation,  which  lasted  about  forty 
minutes,  well.  During  the  night  his  cough  was  very  trouble- 
some, preventing  sleep  in  spite  of  a  hypodermic  injection  of 
morphia.  He  passed  flatus  twice,  and  vomited  several  times, 
as  a  result  of  the  anaesthetic. 

The  abdominal  pain  had  quite  ceased  since  the  operation. 
Three  days  later,  coarse  crepitations  were  heard  all  over  the 
left  lung,  and  next  day  the  temperature,  which  had  been 
normal  since  the  operation,  rose  to  103  on  one  occasion, 
and  the  expectoration  was  streaked  with  blood.  The  tem- 
perature remained  up  for  three  days,  and  then  fell  to  normal 
again,  and  the  chest  symptoms  improved  very  gradually. 

The  dressings  were  removed  for  the  first  time  on  the 
eighth  day.  The  incision  had  healed  by  first  intention, 
but  a  drop  of  pus  could  be  squeezed  out  of  each  stitch  hole, 
and  from  the  lower  end  of  the  incision,  spreading  towards 
the  left  groin,  was  an  indefinite  subcutaneous  swelling,  into 
which  a  small  incision  was  made,  and  pus  evacuated.  An 
enema  of  eight  ounces  of  olive  oil  was  given  on  this  day, 
but  returned  without  result,  so  small  doses  of  castor  oil  in 
mixture  were  ordered  every  two  hours,  and  th«  bowels  well 
opened  after  five  doses,  containing  half  an  ounce  of  oil 
altogether. 
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The  evacuation  was  large  and  well  formed.  Subsequently 
to  this  the  bowels  acted  naturally  and  with  fair  regularity. 

The  suppuration  about  the  suture  tracks  cleared  up  after 
the  discharge  of  part  of  the  silk  suture  used  to  unite  the 
peritoneum. 

The  patient  left  hospital  for  a  convalescent  home  forty- 
five  days  after  operation,  wearing  a  light  abdominal  belt. 
The  incision  was  well  and  firmly  healed,  and  the  boy  had 
grown  quite  fat. 

The  patient  is  now,  five  months  after  operation,  in  very 
good  health  in  every  respect.  There  is  no  tendency  to 
hernial  protrusion  at  the  scar,  and  the  chest  signs  are 
reported  to  have  cleared  up. 

The  boy  is  so  improved  in  general  health,  as  hardly  to  be 
recognised  as  the  patient  of  five  months  ago.  Bowels  act 
regularly,  and  without  any  trouble. 

An  interesting  feature  in  this  case  was  the  acute  onset  of 
symptoms  of  obstruction  ;  yet  from  the  condition  of  the 
intestine  where  compressed  by  the  diverticulum  the  obstruc- 
tion must  have  existed  for  some  considerable  time,  and 
nothing  could  be  felt  within  the  bowel  above  the  constric- 
tion to  account  for  the  sudden  appearance  of  symptoms. 
Immediately  the  constriction  was  relieved,  the  intestinal 
contents  passed  on  through  the  narrowed  portion  of  the 
gut.  The  diverticulum  removed  in  this  case  will  be  found 
in  the  museum  of  the  hospital. 

Case  2.  Acute  intestinal  obstruction  ;  abdominal  section  ; 
small  bowel  found  strangulated  through  an  aperture  in  the 
mesentery  ;  death. — Sarah  E — ,  set.  38,  married.  Admitted 
January  4th,  1893,  under  the  care  of   Dr.  Sharkey. 

Patient  had  always  suffered  from  constipation,  and  much 
more  so  for  the  last  few  months  ;  otherwise  she  had  enjoyed 
good  health.  No  history  of  any  abdominal  injury.  Eleven 
days  before  admission  she  was  seized  with  severe  abdominal 
pain,  which  lasted  for  five  days  and  then  ceased  ;  vomiting 
now  set  in,  evidently  from  the  description  stercoraceous. 
She  was  treated  with  enemata  without  any  result,  there 
being  complete  obstruction  since  the  first  accession  of 
pain. 
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On  admission  patient  was  in  a  collapsed  state,  extre- 
mities very  cold,  temperature  96"2°. 

She  vomited  almost  incessantly  small  quantities  of  a  dark 
brown  faecal-smelling  fluid.  The  abdomen  was  distended, 
but  not  tense,  and  there  was  no  pain.  No  signs  of  fluid 
in  the  abdominal  cavity.  Rectum  empty  and  ballooned. 
In  the  absence  of  Dr.  Sharkey,  the  patient  was  seen  by 
Dr.  Hawkins,  who  considered  an  operation  necessary. 
Shortly  afterwards  chloroform  was  given  and  a  median  inci- 
sion made  below  the  umbilicus.  The  abdominal  walls  con- 
tained a  thick  layer  of  fat.  The  large  intestine  was  found 
collapsed  from  the  sigmoid  to  the  csecum.  The  coils  of  small 
intestine  on  the  surface  were  moderately  distended,  but  on 
displacing  these  to  the  left  side,  a  bunch  of  collapsed  bowel 
was  found  in  the  right  iliac  region,  and  on  gently  bringing 
this  to  the  surface,  a  portion  slipped  out  of  a  hole  in  the 
mesentery.  On  examining  the  collapsed  intestine,  which 
was  about  the  size  of  the  little  finger,  four  constrictions 
were  found  in  it,  two  close  together  near  the  csecum,  and 
two  others  also  close  together  and  about  five  feet  from  the 
first  pair.  The  coats  of  the  bowel  were  intact,  and  the 
constrictions  had  evidently  not  been  very  tight.  Here  and 
there  on  the  collapsed  bowel  were  patches  of  adherent 
lymph. 

Fig.  2. 


The  mesentery  presented  a  circular  hole  (Fig.  2)  with 
clean  cut  edges  about  f  of  an  inch  in  diameter,  situated  about 
midway  between  its  root  and  intestinal  margin,  and  about 
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3  inches  from  the  csecum.  A  small  calcareous  nodule  was 
situated  in  the  mesentery  close  to  the  edge  of  the  perforation, 
and  a  second  one,  the  size  of  a  split-pea,  some  inch  nearer 
the  intestine.  The  mesentery  appeared  well  supplied  with 
blood-vessels,  one  running  within  i  of  an  inch  from  the 
margin  of  the  aperture.  A  circular  incision  was  made  in 
the  mesentery  surrounding  the  perforation  about  \  of  an 
inch  from  its  edge,  a  ring  of  mesentery  being  thus  excised. 

In  doing  this  five  small  arteries  had  to  be  ligatured. 
The  edges  of  this  now  enlarged  hole  were  sutured  by  a 
continuous  Lembert's  suture  of  silk  uniting  the  peritoneum 
on  each  surface  of  the  mesentery.  The  abdominal  wound 
was  now  closed  by  three  sets  of  sutures,  continuous  catgut 
in  the  peritoneum,  silk  Lembert's  in  the  aponeurosis,  and 
finally  silk-worm  gut  uniting  the  skin  and  subcutaneous 
structures.  Cyanide  dressings  were  applied.  The  patient 
did  not  appear  to  suffer  from  the  operation,  which  lasted 
about  half  an  hour.  On  returning  to  the  ward,  however,  she 
became  very  restless  indeed,  and  commenced  to  vomit  the 
same  offensive  fluid.  She  was  given  brandy  'per  rectum^  and 
by  subcutaneous  injection  ;  her  collapsed  state  and  extremely 
cold  extremities  prevented  the  administration  of  morphia. 
In  spite  of  every  effort  to  prevent  it,  she  gradually  became 
colder  and  colder,  and  died  from  collapse  eight  hours  after 
operation. 

At  the  post-mortem  examination  nothing  more  was  found. 
The  collapsed  portion  of  bowel  had  remained  so,  except  at 
the  upper  part,  which  had  become  distended  for  a  few  inches 
below  the  highest  constrictions.  On  measuring  the  bowel, 
the  first  constriction  was  found  to  be  30  inches  from  the 
caecum,  and  the  second  5  inches  further  away ;  the  loop  of 
bowel  between  these  points  was  slightly  congested  only,  and 
the  mesentery  in  a  line  joining  these  two  constrictions 
showed  signs  of  having  been  nipped.  The  third  constriction 
was  situated  64,  and  the  fourth  74  inches  from  the  caecum. 
The  intestine  and  mesentery  here  again  presented  the  same 
appearances  as  at  the  lower  constricted  portion.  The  col- 
lapsed intestine,  therefore,  measured  altogether  about  6  feet, 
aud  it  readily  transmitted  a  good  stream  of  water.  No 
other    abnormalities     were   found   in    the    mesentery.      The 
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kidneys  were  large,  soft  and  congested,  weighing  7|  ounces 
eacli ;  the  capsules  were  adherent.  No  urine  had  been  pro- 
curable during  life.  An  examination  other  than  of  the 
abdomen  was  not  permitted  by  the  relatives. 

The  long  period,  of  complete  obstruction  (11  days), 
together  with  the  history  of  previous  difficulty  with  the 
bowels,  and  the  ballooned  condition  of  the  rectum,  seemed 
to  point  rather  to  obstruction  in  the  upper  part  of  the 
rectum  or  sigmoid  ;  on  the  other  hand,  the  absence  of  any 
considerable  distension,  the  persistent  vomiting,  and  character 
of  the  fluid  vomited,  rather  indicated  some  lesion  in  the 
small  bowel.  As  nothing  could  be  made  out  }jer  rectum,  it 
was  thought  wise  to  make  a  median  incision,  which  would 
have  greatly  facilitated  the  performance  of  an  inguinal 
colotomy  had  the  obstruction  been  found  sufiiciently  low 
down. 

The  aperture  in  the  mesentery  corresponded  in  position 
and  character  to  that  described  by  Mr.  Treves  as  being  of 
congenital  origin,  besides  which  there  was  no  ascertainable 
history  of  injury,  and  the  circular  shape  of  the  aperture 
would  not  be  in  favour  of  a  traumatic  origin.  It  is  worthy 
of  note  in  this  case  that  two  separate  coils  of  intestine  at  a 
distance  of  20  inches  apart  should  have  been  together 
strangulated  through  the  same  opening.  The  portion  of 
mesentery  containing  the  perforation  is  preserved  in  the 
museum  of  the  hospital. 

Case  8.  Acute  intestinal  obstruction  ;  abdominal  section  j 
large  pedunculated  fibroid  with  twisted  pedicle ;  removal ; 
recovery, — Elizabeth  B — ,  set.  46,  single.  Admitted  May 
19th,  1892,  under  the  care  of  Dr.  Payne. 

There  was  no  history  of  previous  trouble,  except  a  very 
short  attack  of  pain  and  nausea  some  two  months  ago,  and 
the  patient  was  not  aware  of  the  presence  of  an  abdominal 
tumour,  though  she  had  noticed  a  gradual  enlargement  of 
her  abdomen  for  two  years,  which  she  attributed  to  getting 
fat.  The  present  attack  came  on  while  dancing  rather 
energetically  at  2  a.m.,  when. she  was  suddenly  seized  with 
violent  abdominal  pain  and  uncontrollable  vomiting. 
Throughout  that  day  she  remained   in  the  same  condition, 
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and  was  brought  to  hospital   at  8  p.m.,  eighteen  hours  after 
the  commencement  of   symptoms. 

On  admission  the  patient  lay  curled  up  on  her  left  side 
with  the  thighs  flexed  strongly  ;  she  was  constantly  groaning 
with  acute  pain  in  the  abdomen,  which  was  considerably 
distended,  marked  by  lineee  albicantes,  and  presented  very 
much  the  appearance  of  pregnancy  in  a  late  stage.  On 
palpation,  a  hard,  smooth,  slightly  movable  mass  could  be 
felt,  Avitli  its  long  axis  directed  obliquely  from  the  right 
iliac  fossa  upwards  and  to  the  left,  reaching  to  the  costal 
margin.  This  tumour  occupied  the  whole  abdomen,  except 
a  small  portion  on  the  right  side  above.  Flanks  resonant. 
Per  rectum,  nothing  definite  could  be  made  out  ;  os  uteri 
soft,  and  dilated  sufficiently  to  admit  the  finger.  Temp. 
97"8°.  Pulse  90  and  weak.  General  condition  fairly  good. 
Bowels  last  opened  two  days  before  admission.  Shortly 
after  her  arrival  at  the  hospital  she  was  seen  by  Dr.  Payne, 
who  considered  surgical  measures  to  be  necessary.  Ether 
was  administered,  and  a  small  median  incision  made  below 
the  umbilicus  in  order  to  explore  the  tumour,  which  proved 
to  be  a  very  hard  uterine  fibroid,  free  from  adhesions,  oval 
in  shape,  and  about  ten  inches  in  its  longest,  and  eight 
inches  in  its  shortest  diameter.  Before  this  tumour  could 
be  brought  outside  the  abdominal  cavity,  the  incision  had 
to  be  extended  from  the  pubes  up  to  the  ensiform  cartilage, 
and  even  this  aperture  was  only  just  large  enough  with 
considerable  stretching  of  the  parts.  The  pedicle  was 
about  the  size  of  the  wrist,  and  in  appearance  resembled  a, 
very  large  umbilical  cord  ;  but  absolutely  black  in  colour. 
The  tumour  had  completely  rotated  once  upon  its  own 
vertical  axis,  to  the  right  side,  thus  giving  the  spiral 
appearance  to  the  pedicle,  which  sprang  from  the  left  side 
of  the  fundus  of  the  uterus  and  the  left  broad  ligament. 
The  recto-uterine  folds  and  broad  ligaments  were  very 
tense,  the  former  dragging  the  rectum  to  the  left  side. 
The  whole  pelvic  floor  was  raised  and  thrown  into  tense 
black  folds,  radiating  from  the  pedicle,  which  when  un- 
twisted opened  out  into  a  thick  flattened  band ;  this  was 
ligatured  in  two  portions  close  to  the  uterus,  and  the 
tumour  removed,  together  with  the  left  ovary.      Two   small 
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pedunculated  fibroids  were  also  ligatured  and  removed,  one 
the  size  of  a  Tangerine  orange,  the  other  of  a  cherry-stone. 
The  right  ovary  was  small  and  cicatricial ;  it  presented  a 
few  cysts.  There  was  no  peritonitis  except  just  in  the 
region  of  the  pedicle.  The  pelvis  contained  several  ounces 
of  blood-stained  serum.  The  intestines  were  collapsed,  and 
occupied  the  upper  part  of  the  abdominal  cavity.  The 
incision  was  closed  by  a  continuous  suture  of  fine  silk  in 
the  peritoneum,  and  interrupted  silk  sutures  uniting  the 
aponeurosis  and  superficial  structures.  A  glass  drainage- 
tube  was  inserted  at  the  lower  end  of  the  incision,  reaching 
into  the  pelvis,  and  dressings  of  cyanide  gauze  were 
applied.  During  the  operation  patient  became  collapsed, 
and  was  given  5  minims  of  Liq.  Strychninse  hypodermically, 
and  when  in  bed  a  brandy  enema,  and  |  of  a  grain  of  mor- 
phia. On  section  the  tumour  proved  to  be  a  very  hard 
fibroid,  weighing  about  10  pounds.  All  pain  and  vomiting 
ceased  after  the  operation,  and  patient  slept  that  night  and 
most  of  the  next  day.  For  the  first  forty-eight  hours 
there  was  a  considerable  amount  of  blood-stained  serous 
discharge  from  the  pelvis.  The  drainage-tube  was  removed 
on  the  fourth  day,  and  some  of  the  sutures,  the  others  being 
left  for  another  four  days.  The  wound  healed  by  first 
intention,  except  where  the  tube  had  been,  and  here  some 
superficial  suppuration  occurred.  The  bowels  were  opened 
by  enema  on  the  fourth  day.  The  temperature,  on  one  or  two 
occasions  only,  rose  above  99  .  A  light  abdominal  belt  was 
ordered,  and  patient  left  the  hospital  quite  well  thirty-four 
days  after  the  operation.  The  wound  was  firmly  healed, 
and  without  any  tendency  to  protrusion.  When  last  seen, 
seven  months  later,  she  was  perfectly  well,  and  following 
her  usual  occupation  as  a  housekeeper.  A  small  hernia 
had  developed  at  the  lower  limit  of  the  scar  where  the 
tube  had  originally  been,  but  this  gave  no  trouble,  and  was 
easily  controlled  by  the  belt. 

Intestinal  obstruction  produced  as  in  this  case,  is  ex- 
tremely rare,  as  are  pedunculated  subperitoneal  fibroids  of 
such  a  size.  It  is  remarkable  that  a  tumour  as  big  as  the 
one  removed  should  have  existed  so  lon»  without  causinof 
any   symptoms,   and   unknown  to  its  possessor.      The  sym- 
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ptoms  of  obstruction  were  very  acute,  and  would  appear  to 
have  been  produced  by  the  dragging  upon  the  rectum,  caused 
by  the  twisted  pedicle,  for  from  the  oval  shape  of  the 
tumour,  rotation  upon  its  long  axis  could  not  produce  any 
appreciable  difference  in  its  direct  pressure-effects  upon  the 
intestines,  and  from  its  very  dense  fibrous  structure  no 
sudden  increase  in  size  could  have  taken  place.  The  large 
oval  abdominal  tumour,  associated  with  the  soft  and  con- 
siderably dilated  os  uteri  and  acute  abdominal  pain,  so 
deceived  a  medical  man  who  examined  the  patient  as  to 
cause  him  to  diagnose  labour  as  being  imminent,  and  to 
make  hasty  preparations  for  the  event. 

Case  4.  Acute  intestinal  obstruction  taking  place  in  an  old 
U77ibilical  hernia  ;  csecum  strangulated  by  vermiform  appendix 
and  gangrenous ;  enterectomy  and  artificial  anus  ;  recovery  ; 
subsequent  circular  enterorrhaphy  ;  death. — Jane  C — ,  aet.  58, 
married,  18  children.  The  hernia  was  first  noticed  twenty- 
five  years  ago,  when  it  was  very  small,  but  it  has  gradually 
increased  in  size  with  each  confinement,  and  has  always 
caused  a  slight  dragging  pain,  but  never  any  obstruction. 
For  several  days  before  admission  the  hernia  had  increased  in 
size,  and  become  very  painful  and  red,  and  for  two  days  the 
patient  had  been  frequently  sick,  the  vomit  being  described  as 
very  offensive.  The  bowels  were  last  open  two  days  before 
admission.  Patient  was  a  well  nourished  woman,  admitted 
in  a  state  of  collapse,  and  presenting  an  umbilical  hernia 
about  the  size  of  a  football,  resonant  all  over,  very  tense, 
red,  and  shining,  and  giving  the  impression  that  it  con- 
tained pus.  The  umbilicus  was  situated  over  the  centre  of 
the  tumour  and  almost  obliterated  by  stretching.  She 
frequently  vomited  most  offensive  fluid  in  small  quantities. 
Soon  after  admission  ether  was  given  and  the  hernia  laid 
open.  The  sac  proved  to  be  loculated,  consisting  of  two 
main  cavities,  one  containing  nearly  the  whole  of  the  small 
intestine,  moderately  distended  only,  and  quite  healthy  j 
the  other  and  smaller  compartment  contained  the  caecum, 
with  the  termination  of  the  ileum  and  the  greater  part  of 
the  colon,  together  with  much  matted  omentum.  The  colon 
and  omentum  were  very  adherent  to  the  sac,  but  the  small 
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intestine  only  slightly  so,  at  one  or  two  places.  The 
caecum  and  commencement  of  the  colon  lay  in  the  right 
side  of  the  sac,  presenting  a  curve  to  the  right  with  the 
concavity    looking   upwards.      From    near   the  apex  of  the 


Fig.  3. 


a.  Commeucement  of  colon,      b.  Vermiform  appendix,      c.  Umbilicus. 
d.  Seat  of  constriction,     e.  Lower  end  of  ilium,    f.  Ascending  colon. 

caBcum  the  vermiform  appendix  stretched  to  the  left  towards 
the  inner  surface  of  the  umbilicus,  where  it  was  firmly 
adherent,  passing  in  its  course  tightly  over  the  commence- 
ment of  the  ascending  colon,  which  it  constricted  (Fig.  3). 
The  strangulated  portion  of  intestine  was  greatly  distended, 
black  in  colour,  and  gangrenous  in  places,  devoid  of  polish, 
and  very  offensive  in  odour.  On  relieving  the  constriction 
the  intestine  proved  to  have  lost  all  resilience.  There  was 
no  constriction  at  the  neck  of  the  sac,  which  was  about 
3|  inches  in  diameter,  and  after  separating  the  adhesions 
all  round,  the  small  intestine  and  greater  part  of  the  large 
were  with  difficulty  reduced  into  the  abdominal  cavity  and 
retained  there  by  means  of  a  flat  sponge.  The  lower  end 
of  the  ileum,  close  to  its  entrance  into  the  cascum,  was 
included  in  an  intestinal  clamp  (Mr.  Makins'),  and  similarly 
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the  ascending  colon  above  the  constricted  part,  and  the 
gangrenous  portion  of  intestine,  about  ten  inches,  removed. 
As  the  condition  of  the  patient  was  very  unsatisfactory,  no 
attempt  was  made  to  unite  the  cut  ends  of  intestine,  but  an 
artificial  anus  was  formed.  The  greater  portion  of  the  sac 
was  dissected  away,  also  a  large  amount  of  thinned,  blue, 
redundant  skin,  and  the  wound  united  with  a  continuous 
suture,  the  two  cut  ends  of  the  bowel  being  brought  out 
and  united  to  the  skin  at  the  lower  end  of  the  incision, 
their  margins  having  first  been  sutured  together  for  about 
half  their  circumference.  For  several  days  after  the 
operation  the  patient  remained  in  a  very  feeble  condition  ; 
a  large  quantity  of  fluid  faecal  matter  escaped  from  the 
artificial  anus.  Subsequent  to  this  the  progress  was  most 
satisfactory,  except  for  some  localised  suppuration  taking 
place,  apparently  in  connection  with  portions  of  the  sac 
which  had  not  been  removed.  There  were  never  any  signs 
of  peritonitis,  and  the  patient  took  her  nourishment  well. 
Nutrient  suppositories  were  introduced  into  the  ascending 
colon  through  the  artificial  anus,  with  the  idea  of  keeping 
it  functionally  active,  and  so  minimising  any  contraction 
from  disuse. 

Thi'ee  months  after  the  first  operation,  all  the  conditions 
being  apparently  most  favourable  and  the  patient  very 
anxious  for  closure  of  the  artificial  anus,  a  second  operation 
was  performed  with  that  object.  An  incision  was  made, 
surrounding  the  ends  of  the  intestine  and  prolonged  in  the 
median  line  for  a  couple  of  inches  above  and  below.  The 
two  portions  of  intestine  were  then  separated  from  each 
other  and  from  the  adjacent  structures.  A  small  collection 
of  pus  was  found  surrounding  the  large  bowel,  which  neces- 
sitated removal  of  a  longer  portion  of  this  than  would 
otherwise  have  been  the  case.  Both  ends  of  the  now  freed 
intestine  were  clamped  some  six  inches  from  their  free  ends, 
and  about  four  inches  removed  from  the  large,  and  two  or 
three  from  the  small  intestine.  It  was  now  seen  that  the 
lumen  of  the  large  intestine  had  so  contracted  during  the 
previous  three  months  as  to  be  only  about  half  the  diameter 
of  the  small,  which  was  normal  in  size.  The  freshly  cut 
ends   of   intestine    were   now  joined    by  a   row   of  closely- 
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applied  sutures,  uniting  the  free  edges  of  the  mucous  coats, 
and  tied  in  the  lumen  of  the  bowel  all  round,  except  the 
last  one  or  two,  which  had  of  necessity  to  be  tied  outside. 
The  serous  coats  were  brought  together  by  a  close  row  of 
Lembert^s  sutures,  and  finally  a  few  others  were  similarly 
inserted  in  order  to  take  off  any  tension  from  the  previous 
row.  Fine  silk  was  used  throughout.  Several  tags  of 
omentum  were  stitched  round  the  line  of  junction,  and  the 
intestine  was  then  returned  just  within  the  abdominal  cavity. 
What  remained  of  the  hernial  sac  was  cut  away,  and  the 
aperture  in  the  abdominal  wall  closed  by  means  of  four  Lem- 
bert's  sutures  of  thick  silk,  except  at  the  lowest  part,  where  a 
small  glass  drainage-tube  was  inserted.  The  skin  was  united 
by  a  continuous  silk  suture,  and  cyanide  dressings  were 
applied. 

The  operation  lasted  one  and  a  quarter  hours,  and  the 
patient  became  considerably  collapsed  at  its  termination, 
and  never  completely  i-ecovered.  She  was  kept  under  the 
influence  of  morphia,  and  fed  jper  rectum. 

On  the  following  day  the  only  unfavorable  sign  was 
a  very  weak  pulse  ;  but  on  the  evening  of  the  second  day 
she  vomited,  and  on  removing  the  dressings  the  abdomen 
was  found  considerably  distended.  No  flatus  having  passed 
since  the  operation,  the  condition  suggested  obstruction  at 
the  seat  of  suture,  which  proved  to  be  correct.  A  small 
quantity  of  chloroform  was  given,  the  wound  reopened,  and 
the  sutured  portion  of  intestine  brought  outside  the  abdo- 
minal cavity,  an  incision  nearly  through  the  right  rectus 
muscle  having  to  be  made  in  order  to  accomplish  this, 
owing  to  considerable  matting  having  taken  place  all  round 
in  that  vicinity.  The  upper  portion  of  bowel  was  much 
distended,  and  the  lower  contracted  and  empty.  Gentle 
manipulation  failed  to  remove  the  obstruction,  so  a  longi- 
tudinal incision  was  made  through  the  distended  bowel, 
close  above  the  obstruction,  and  a  finger  introduced  dis- 
covered a  valvular  obstruction,  produced  by  oedematous 
inverted  edges  of  sutured  bowel ;  this  was  rapidly  overcome 
by  gentle  pressure,  the  lumen  at  the  sutured  spot  admitting 
the  finger  with  ease.  In  order  to  guard  against  a  recur- 
rence   of   the    obstruction,   a   short  piece  of  drainage-tube, 


182  Eight  Cases  of  Abdominal  Surgery. 

half  an  incli  in  diameter,  was  introduced  into  tlie  lumen  of  the 
bowel  and  passed  through  the  obstruction,  and  fixed  there 
by  means  of  a  stitch,  uniting  it  to  the  free  edge  of  inverted 
intestine.  The  incision  in  the  bowel  was  closed  by  a  row  of 
Lembert's  sutures,  and  the  whole  returned  into  the  abdomen. 
All  symptoms  of  obstruction  ceased,  but  the  patient  never 
recovered  from  the  shock,  and  died  sixteen  hours  later. 
At  the  post-mortem  examination  the  abdominal  cavity  was 
found  perfectly  clean,  and  the  sutured  portion  of  bowel  in 
good  condition,  all  the  stitches  holding  well,  with  no  ten- 
dency to  cut  through  ;  and  no  leakage  took  place  under  a 
strong  pressure  of  water.  On  laying  open  the  bowel,  and 
removing  the  tube  fixed  there,  the  inverted  portion  was 
seen  as  a  complete  circular  ledge  half  an  inch  wide,  project- 
ing into  the  lumen.  The  sutures  in  the  mucous  coat  were 
still  holding  well,  and  all  looked  perfectly  healthy.  The 
sutured  portion  is  preserved  in  the  hospital  museum,  as  is 
also  the  caecum  removed  at  the  first  operation. 

The  unfortunate  termination  of  this  case  is  much  to  be 
regretted,  especially  as  the  performance  of  the  second 
operation  was  not  necessary  to  life.  It,  however,  shows 
very  clearly  that  in  the  anxiety  to  bring  sufficient  of  the 
peritoneal  surfaces  of  the  intestine  into  contact,  too  much 
may  be  inverted  into  the  lumen  of  the  bowel,  and  thus 
produce  obstruction,  especially,  as  in  this  case,  where  the 
two  ends  of  intestine  are  of  unequal  size.  If  there  is  any 
doubt  about  the  lumen  remaining  patent,  it  would  be  wise 
to  fix  a  short  piece  of  large-sized  rubber  tube  in  the  bowel 
at  the  seat  of  suture,  by  a  single  stitch  uniting  it  to  the  free 
edges  of  inverted  intestine.  This  would  prevent  obstruc- 
tion, and  in  a  few  days,  when  the  inflammatory  swelling 
and  oedema  had  disappeared,  the  stitch  would  have  cut 
through,  and  the  tube  be  set  free  in  the  bowel,  to  be 
subsequently  evacuated. 

Case  5,  Strangulated  inguinal  hernia ;  gangrenous  in- 
testine ;  resection  and  circular  enterorrhaphy ;  recovery. — 
Edward  J — ,  set.  53,  grocer.  Admitted  September  2nd,  1892, 
under  the  care  of  Sir  William  MacCormac.  Patient  was 
not  aware  that   he  had  a  rupture,  and  there  was  no  history 
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of  previous  abdominal  trouble,  but  he  had  always  suffered 
from  obstinate  constipation,  the  bowels  seldom  being  moved 
more  often  than  once  in  a  week  or  ten  days,  and  on  several 
occasions  he  has  gone  as  long  as  a  month.  His  general 
health  had  apparently  not  suffered. 

This  patient  was  sent  to  hospital  supposed  to  be  suffering 
from  peritonitis,  no  cause  having  been  detected.  Three 
days  before  admission,  shortly  after  a  meal,  he  was  suddenly 
seized,  while  out  walking,  with  severe  pain  in  the  abdomen. 
He  managed  to  walk  home,  and  then  lay  down,  but  the 
pain  increased,  and  he  thought  he  could  walk  it  off,  so  went 
out  again,  but  was  obliged  by  pain  to  give  up  the  attempt. 
On  returning  home  he  vomited,  and  all  that  night  suffered 
a  great  deal  of  pain,  which  increased  next  day,  and  as 
vomiting  commenced  immediately  food  was  taken  he  starved 
himself.  The  pain  ceased  on  the  third  day.  Bowels  were 
opened  last  shortly  before  onset  of  symptoms,  but  he  had 
no  pain  at  the  time,  nor  did  he  strain  more  than  usual. 

When  admitted  patient  was  in  a  collapsed  condition,  with 
subnormal  temperature  and  small  thready  pulse.  Eyes 
much  sunken  and  tongue  dry  and  brown.  The  abdomen 
was  moderately  distended  and  motionless ;  the  peristaltic 
action  of  the  intestines  could  be  seen.  In  the  region  of 
the  right  external  abdominal  ring  was  a  rounded,  not  very 
tense  swelling  about  the  size  of  a  walnut.  No  impulse  on 
coughing.  Ether  was  given,  and  the  usual  oblique  incision 
made  over  the  hernia.  The  elements  of  the  cord  were  found 
spread  out  over  the  sac,  which  was  only  moderately  tense. 
On  opening  it  some  half  an  ounce  of  dark  fluid  escaped, 
and  at  the  bottom  was  a  knuckle  of  black  intestine  devoid 
of  polish,  and  with  gangrenous  smell.  The  sti'icture  was 
very  tight,  but  after  notching  it  the  coil  of  intestine  was 
readily  drawn  out,  exposing  the  constrictions.  At  these 
points  the  gut  was  grey  and  very  thin  in  its  whole  circum- 
ference ;  at  one  spot  only  the  peritoneal  coat  remained. 
The  condition  of  the  patient  being  fairly  good,  it  was  deci- 
ded to  resect  the  gangrenous  portion  of  intestine  ;  accord- 
ingly some  six  inches  of  healthy  bowel  on  each  side  of 
the  gangrenous  portion  were  drawn  out  and  laid  upon  a 
warm    flat    sponge,   one    of  Mr.    Makins'   intestinal   clamps 
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being  put  on  each  end  of  the  loop.  Four  inches  of  bowel 
were  now  excised,  including  about  one  inch  of  healthy  intes- 
tine on  each  side  of  the  gangrenous  piece.  The  mesentery 
was  cut  as  close  to  the  bowel  as  possible,  and  none  removed. 
Several  small  vessels  in  the  cut  edges  of  bowel  and  mesen- 
tery were  now  secured  with  fine  silk,  and  the  open  ends  of 
the  intestine  syringed  out  with  boracic  lotion.  The  first 
ring  of  sutures  uniting  the  ends  was  passed  through  the 
edges  of  the  mucous  coat,  the  stitches,  about  one-eighth  of 
an  inch  apart,  commencing  opposite  the  mesenteric  attach- 
ment, and  being  tied  tightly  within  the  lumen  of  the  bowel, 
except  the  last  two  or  three,  which  had,  of  course,  to  be 
tied  outside.  The  clamps  were  now  removed,  and  imme- 
diately gas  and  fluid  contents  of  bowel  passed  through  the 
sutured  portion,  which  did  not  allow  of  any  escape.  A 
row  of  Lembert's  sutures  was  now  passed  through  the 
peritoneal  coat,  it  beiug  also  the  intention  to  include  some 
at  least  of  the  muscular  coat.  This  row  was  also  closely 
applied,  but  not  tied  so  tightly  as  those  in  the  mucous 
edges  in  order  to  avoid  cutting  through.  Several  more 
Lembert's  sutures  were  then  passed  here  and  there  round 
the  circumference  to  take  off  tension  from  the  previous  row. 
All  sutures  were  of  fine  silk,  passed  with  straight  round 
needles.  The  redundant  mesentery,  corresponding  to  the 
piece  of  intestine  removed,  was  puckered  up  into  a  bunch 
by  means  of  a  silk  suture  threaded  through  it,  and  the  mass 
thus  formed  united  to  the  bowel  by  several  sutures,  thus 
forming  a  good  pad  over  that  section  of  the  sutured 
portion. 

The  bowel  was  now  returned  just  vvithiu  the  internal  riug, 
and  iu  order  to  do  this  the  opening  had  to  be  slightly 
enlarged.  The  sac  was  dissected  up  and  cut  off,  a  small 
rubber  drainage-tube  introduced  just  within  the  abdominal 
cavity  in  case  there  should  be  any  leakage,  and  the  pillars 
of  the  external  ring  united  with  a  couple  of  Lembert's 
sutures  of  silk,  leaving  only  room  for  the  tube.  The  skin 
was  united  with  a  continuous  sutare,  and  a  cyanide  dressing 
applied. 

The  piece  of  resected  intestine  is  iu  the  museum  of  the 
hospital. 
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September  3rd  (day  after  operation). — Abdominal  dis- 
tension almost  disappeared.  No  pain  nor  sickness  since  the 
operation.  Temperature  100°.  Teaspoonfuls  of  brandy  and 
water  were  allowed,  altogether  about  four  ounces  during  the 
day,  and  patient  was  kept  under  the  influence  of  morphia,  but 
as  he  did  not  sleep  60  grains  of  sulphonal  were  given  witli 
good  effect. 

4th. — Much  improved.  Temperature  normal.  Valentine's 
meat  juice  (33  every  six  hours),  was  added  to  the  brandy 
and  water^  and  half  a  pint  uf  arrowroot  given  during  the 
day.  Nutrient  suppositories  were  ordered  every  six  hours, 
and  the  patient  still  kept  under  morphia,  sulphonal  being 
again  given  at  night.  Patient  passed  flatus  for  the  first 
time. 

6th. — Dressing  removed  and  tube  changed  for  a  smaller 
and  shorter  one.  Sutures  taken  out,  the  wound  having 
completely  healed.  Abdomen  flat  and  moving  Avell  with 
respiration.  A  pint  of  milk  and  an  egg  were  added  to  the 
previous  allowance.  Patient  took  his  food  with  great 
relish.  The  morphia  was  discontinued  but  the  sulphonal 
again  repeated. 

9th. — The  tube  was  discontinued  to-day,  and  the  bowels 
acted  well  after  a  simple  enema  of  one  pint. 

10th. — Ordered  a  drachm  of  olive  oil  by  mouth  every  hour 
during  the  day,  and  this  was  increased  to  two  drachms  on 
the  12th,  when  the  bowels  were  again  opened  by  enema. 
On  14th  the  dose  of  oil  was  increased  to  half  an  ounce  and 
on  loth  to  an  ounce  every  hour.  On  16th  an  enema  had 
again  to  be  given  to  open  the  bowels,  but  on  17th  and  18th 
they  were  for  the  first  time  well  opened  as  the  result  of  the 
oil,  and  subsequently  to  this  the  oil  was  only  given  two  or 
three  times  a  day.  While  taking  the  oil,  which  he  did 
not  dislike,  patient  put  on  flesh  rapidly.  There  was  no 
tendency  to  protrusion  at  the  scar,  but  patient  was  for 
safety  ordered  a  light  truss,  with  which  he  left  the  hospital 
for  a  convalescent  home  on  October  8th,  thirty-six  days  after 
operation.  When  last  seen,  some  three  months  later,  he 
expressed  himself  as  never  having  felt  so  well  in  his  life, 
and  his  bowels  were  more  regular  than  they  were  before 
the  operation. 
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The  circular  (end  to  end)  method  of  suture  of  intestine 
without  any  plates,  rings,  or  other  apparatus  (if  not  always 
the  best  method  of  intestinal  suture)  is  very  suitable  to  such 
a  case  as  the  above ;  the  length  of  intestine  exposed  need 
only  be  small,  and  the  sutured  portion  can  easily  be  re- 
turned into  the  abdominal  cavity  through  a  small  opening, 
which  would  not  be  the  case  if  Senn's  plates  were  used. 
Even  when  there  is  some  difference  in  size,  as  long  as  it  is 
not  very  great,  between  the  two  ends  to  be  sutured,  as  in 
this  case,  the  apparent  difficulty-  disappears  after  the  inser- 
tion of  the  first  row  of  sutures  in  the  mucous  coat,  in  such 
a  way  that  the  stitches  are  slightly  wider  apart  in  the  larger 
end.  It  is  an  advantage  to  tie  these  sutures  tightly,  the 
free  mucous  edges  then  pouting  immediately,  and  filling  up 
most  effectively  the  spaces  between  the  stitches,  thus  pre- 
venting any  escape  between  the  peritoneal  surfaces,  the 
sutures  in  which  should  be  tied  loosely,  so  as  to  avoid 
cutting  through  and  to  interfere  as  little  as  possible  with 
the  circulation.  The  introduction  of  a  third  row  is  pro- 
bably unnecessary,  and  certainly  dangerous  in  some  in- 
stances, from  too  great  inversion  and  blocking  up  of  the 
lumen  of  the  bowel,  as  in  Case  4. 

The  usual  purgatives  were  avoided  here  in  opening  the 
bowels  for  the  first  time,  for  fear  of  setting  up  too  violent 
peristalsis  and  disturbing  adhesions.  Olive  oil  given  in 
frequently  repeated  small  doses  produces  no  ill  effect  even 
in  obstruction,  and  if  it  can  be  taken  without  causing 
sickness,  acts  as  a  good  food,  as  well  as  a  harmless  and 
mild  aperient. 

Case  6.  Gastric  ulcer;  iierforation ;  abdominal  section; 
ulcer  sutured  ;  death  from  collapse. — Benjamin  G — ,  set.  44, 
dustman.  Admitted  May  14th,  1892,  under  the  care  of 
Dr.  Payne.  The  patient  was  a  very  powerful  healthy-look- 
ing man,  above  the  average  height ;  he  stated  that  he  had 
never  in  his  life  had  an  ache  or  pain  anywhere.  He  had 
evidently  not  had  any  gastric  symptoms,  and  on  the  day  of 
admission  had  eaten  a  hearty  breakfast  as  usual.  His 
habits  were  decidedly  alcoholic,  usually  drinking  sevei'al 
half-pints  of  beer  in  the  course  of  the  morning. 
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About  two  hours  previous  to  admission  he  was  followiiig 
his  occupation  as  a  dustman,  and  in  the  course  of  his  round 
went  into  a  public-house  and  ordered  half  a  pint  of  ale, 
which  be  drank,  and  immediately  after  was  seized  with 
severe  abdominal  pain  and  vomiting.  He  was  taken  home 
at  once,  where  he  continued  to  vomit,  and  as  the  pain 
increased  he  was  brought  to  the  hospital. 

When  admitted  he  lay  on  his  back  with  the  knees  drawn 
up,  abdomen  considerably  distended,  its  walls  very  rigid 
and  motionless  ;  the  slightest  pressure  caused  intense  pain  ; 
temp.  97*8°,  pulse  88  and  fairly  strong.  He  retched  occa- 
sionally, but  did  not  bring  up  anything.  In  the  absence  of 
Dr.  Payne  the  patient  was  seen  by  Dr.  Acland,  who  con- 
sidered surgical  interference  necessary.  The  patient, 
however,  absolutely  refused  to  submit  to  an  exploration, 
and  his  wife  urged  him  in  the  same  direction.  He  gradually 
became  more  collapsed,  and  seven  hours  after  admission,  in 
spite  of  his  wife's  threats,  he  was  at  last  persuaded  by  his 
priest  to  submit  to  the  only  chance  of  saving  his  life, 
though  little  hope  was  now  offered. 

Ether  was  given,  and  a  central  incision  made  below  the 
umbilicus.  On  opening  the  peritoneum  the  distended  in- 
testines prolapsed  to  a  considerable  extent,  and  it  was  next 
to  impossible  to  control  them,  as  the  patient  took  the 
anaesthetic  so  badly,  and  never  ceased  straining  thi'oughout 
the  operation,  becoming  blue  and  almost  pulseless  if  the 
anaesthetic  was  pushed.  Chloroform  was  tried  with  no 
better  result.  The  peritoneal  cavity  contained  some  pint  or 
so  of  sour  fluid,  smelling  strongly  of  beer,  and  evidently 
being  stomach  contents.  Nothing  wrong  being  made  out 
in  the  lower  regions  of  the  abdomen,  the  incision  was  pro- 
longed up  to  the  ensiform  cartilage,  and  the  stomach  drawn 
down  as  much  as  possible  and  examined.  Its  anterior  surface 
revealed  nothing.  The  exposure  of  the  posterior  surface 
was  extremely  difficult  to  accomplish.  A  longitudinal 
opening  was  made  in  the  great  omentum  without  any  bleed- 
ing, extending  from  the  greater  curvature  of  the  stomach 
to  the  transverse  colon.  Through  this  a  finger  detected  a 
small,  hard,  ring-like  mass  on  the  posterior  surface  of  the 
stomach,  close  to   the   lesser   curvature,  and   about  midway 
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between  the  cardia  and  pylorus.  This  was  exposed  by 
twisting  the  stomach  upon  a  transverse  axis,  and  at  the 
same  time  drawing  the  greater  curvature  upwards.  The 
ring-like  mass  proved  to  be  the  thickened  edge  of  an  ulcer, 
the  base  of  which  was  formed  by  the  peritoneal  coat  only 
of  the  stomach,  and  this  was  perforated  in  the  centre.  Four 
Lembert's  sutures  of  fine  silk  were  inserted,  so  as  to  bring 
healthy  peritoneal  surfaces  of  stomach,  beyond  the  ulcer, 
into  contact.  The  peritoneal  cavity  was  well  flushed  with 
warm  boracic  solution,  and  then  sponged  out.  A  glass 
drainage-tube  was  inserted  at  the  upper  part  of  the  wound 
into  the  lesser  sac,  the  incision  sutured  in  the  usual 
manner,  and  cyanide  dressings  applied.  The  operation 
lasted  about  one  and  a  quarter  hours,  but  most  of  the  time 
was  occupied  in  holding  the  abdominal  contents  in  place 
during  the  violent  straining  and  coughing.  Patient  was 
no  worse  apparently  for  the  operation,  and  even  seemed  to 
rally  a  little,  but  he  relapsed  again,  and  died  in  sixteen 
hours.  He  was  fed  with  nutrient  suppositories  and  eneraata. 
The  temperature  varied  between  97°  and  98°. 

At  the  post-mortem  examination  the  peritoneal  cavity 
was  found  to  be  quite  clean,  and  no  leakage  had  taken 
place,  the  sutures  in  the  stomach  holding  well.  Some 
recent  lymph  was  found  behind  the  stomach,  but  none  on 
the  intestines,  which  were  healthy.  The  stomach  was  dis- 
tended. On  its  posterior  wall,  close  to  the  lesser  curvature 
and  two  and  a-half  inches  from  the  pylorus,  was  an  ulcer 
measuring  three  quarters  of  an  inch  by  half  an  inch,  with 
well-defined  edges  sleeping  down  to  the  floor,  which  was 
formed  of  peritoneum  only,  and  perforated  in  the  centre. 
The  other  organs  were  normal. 

An  interesting  feature  in  this  case  was  the  entire  absence 
of  symptoms  previous  to  perforation,  as  considering  the  size 
of  the  ulcer,  and  the  amount  of  thickening  of  its  edges, 
this  must  have  been  present  for  some  time.  Such  symptoms 
as  the  patient  presented  on  admission  could  only  point  to 
perforation  of  some  part  of  the  gastro-intestinal  tract. 
There  being  no  previous  history  of  any  abdominal  trouble, 
and  no  localising  symptoms  present,  it  was  considered 
advisable  to  make  a  median  incision. 
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If  any  case  could  be  considered  favorable  for  operation, 
this  should  have  been  one,  and  had  the  patient  submitted  to 
operation  as  urged  on  admission,  his  chances  must  have 
been  much  improved.  The  great  difficulty  met  with  in  the 
operation  was  in  obtaining  sufficiently  free  access  to  the 
posterior  surface  of  the  stomach,  and,  although  the  ulcer 
was  so  near  to  the  lesser  curvature,  it  was  impossible  to  get 
at  it  through  the  gastro-hepatic  omentum.  As  far  as  could 
be  judged  from  the  symptoms  after  operation,  and  from  the 
post-mortem  evidence,  this  patient  died  from  shock  only. 

Case  7.  Perforative  appendicitis;  general  suppurative 
peritonitis;  abdominal  section;  removal  of  appendix;  re- 
covery.— Albert  F — ,  ^t.  16,  shoemaker.  Admitted 
March  IPth,  1892,  under  the  care  of  Dr.  Payne.  Some 
three  weeks  previous  to  admission  this  patient  first  com- 
plained of  pain  in  the  right  side  of  his  lower  abdomen,  but 
took  little  notice  of  this.  A  fortnight  later  he  commenced 
to  suffer  from  diarrhoea,  which  he  attributed  to  a  poi-k  chop 
eaten  the  day  before,  and  was  treated  for  this,  attending  his 
business  all  the  while,  though  feeling  very  ill,  and  having 
to  leave  off  before  the  end  of  the  day  on  several  occasions. 

Three  days  before  admission  he  was  helping  to  lift  a 
heavy  piano,  when  he  felt  a  sudden  pain  in  his  abdomen, 
which  gradually  increased.  The  diarrhoea  ceased  on  this 
day.  He  ate  some  fish  for  supper,  after  which  he  com- 
menced to  vomit,  and  this  continued  all  night,  with  severe 
abdominal  pain.  He  remained  in  much  the  same  condition 
till  brought  to  hospital.  Several  enemata  had  been  adminis- 
tered shortly  before. 

Mr.  Treves  had  seen  the  patient  on  the  day  of  admission, 
and  advised  immediate  removal  to  a  hospital.  On  admission 
the  patient  was  somewhat  collapsed  ;  he  lay  with  his  thighs 
flexed  on  his  abdomen,  which  was  moderately  distended, 
very  rigid,  and  tender.  Tongue  dry  and  brown.  Pulse  90 
and  fairly  strong.      Temperature  subnormal. 

Soon  after  admission  chloroform  was  administered,  and 
an  incision  made  in  the  lower  part  of  the  right  semilunar 
line.  On  opening  the  peritoneum  offensive  sero-pus  escaped, 
and  on  enlarging  the  wound  the  general  peritoneal  cavity 
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was  found  to  be  involved,  and  the  intestines  to  be  covered 
here  and  there  with  adherent  lymph.  In  the  pelvis  was  a 
collection  of  foetid  fluid.  On  displacing  the  coils  of  small 
intestine  from  the  right  iliac  region,  the  ceecum  was 
exposed,  situated  higher  than  usual,  and  nearly  surrounded 
by  black  gangrenous  tissue  and  very  offensive  pus.  The 
vermiform  appendix  lay  behind  and  on  the  outer  side  of  the 
caecum  and  ascending  colon.  In  order  to  expose  it,  the 
incision  had  to  be  enlarged  up  to  the  costal  margin.  The 
appendix  could  now  be  seen  in  its  whole  extent,  lying  in 
the  bottom  of  a  sloughy  cavity  and  nearly  ulcerated  through 
close  to  its  c^cal  attachment,  while  its  free  extremity 
reached  up  to  the  under  surface  of  the  liver,  which  was 
covered  with  whitish  lymph.  A  small  hard  faecal  mass  was 
found  lying  close  outside  the  appendix.  Owing  to  its 
gangrenous  condition,  the  appendix  was  with  difficulty  freed 
without  tearing  it.  A  silk  ligature  tied  round  it  about 
half  an  inch  from  the  caecum,  and  two  and  a  half  inches 
cut  off.  It  was  impossible  to  attempt  to  form  peritoneal 
flaps,  or  to  invert  the  cut  end.  The  abdominal  cavity  was 
now  thoroughly  irrigated  with  boracic  solution,  a  large 
quantity  of  dirty-looking  lymph  and  pus  escaping  from 
every  quarter. 

A  large  glass  drainage-tube  was  inserted  down  to  the 
region  of  the  stump  of  the  appendix,  and  the  wound  closed 
with  silk  sutui'es  passed  through  the  whole  thickness  of  the 
abdominal  wall.  The  operation  had  to  be  concluded  very 
quickly  owing  to  the  collapsed  condition  of  the  patient. 
For  the  next  four  or  five  days  he  remained  in  a  very  weak 
state,  but  there  was  no  sickness  nor  abdominal  pain,  and  he 
took  a  fair  quantity  of  fluid  nourishment.  Nutrient 
enemata  were  also  given.  The  discharge  from  the  tube 
was  copious  and  offensive.  Small  doses  of  morphia  were 
given  hypodermically  night  and  morning.  The  bowels  acted 
naturally  on  the  fifth  day,  and  were  fairly  regular  after- 
wards. The  edges  of  the  wound,  which  had  looked  healthy 
up  to  the  fourth  day,  then  showed  signs  of  sloughing,  and 
the  sutures  were  cutting  through,  consequent  upon  consider- 
able abdominal  distension  and  a  bad  cough,  which  put 
much    strain    upon   them.       The   wound   gaped    to    such   an 
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extent  as  to  expose  coils  of  matted  intestine  over  an  area 
quite  the  size  of  an  open  hand.  The  matting,  however, 
prevented  any  considerable  prolapse.  A  week  after  the  first 
operation,  as  the  discharge  seemed  to  collect  in  the  right 
loin,  a  little  chloroform  was  given,  and  an  opening  made 
for  drainage  in  a  dependent  position,  well  back  in  the  right 
loin,  just  above  the  iliac  crest,  and  a  tube  introduced  right 
through  from  the  abdominal  incision.  After  this  the 
patient  made  rapid  progress,  the  abdominal  wound  and 
exposed  intestines  becoming  covered  with  healthy  granula- 
tions after  the  separation  of  several  sloughs.  All  attempts 
to  bring  the  edges  of  the  wound  together  by  means  of 
strapping  proved  futile.  Three  weeks  after  admission  the 
bowels  gave  some  trouble,  and  could  not  be  opened  in  spite 
of  several  purges.  The  boy  did  not  seem  so  well,  his 
tongue  becoming  dry  and  cracked,  and  he  lost  his  usually 
good  appetite.  The  abdomen,  which  had  been  quite  flat 
and  soft,  became  distended,  tense,  and  tender,  and  the 
wound  gaped  more  than  ever.  Some  dulness  was  made 
out  in  the  lower  part  of  the  left  side  of  the  abdomen. 
Per  rectum  a  tense  apparently  fluid  swelling  was  disco- 
vered in  the  mid  line,  pressing  backwards  upon  the  rectum 
and  occluding  it.  Chloroform  was  given,  and  a  small  in- 
cision made  in  the  left  semilunar  line  low  down,  and  a  large 
intra-peritoneal  abscess  opened,  which  contained  about  two 
pints  of  the  most  offensive  pus.  The  cavity  occupied  the 
whole  of  the  pelvis  and  extended  up  into  the  left  iliac 
region.  A  glass  drainage-tube  was  put  in,  and  changed  in 
a  few  days  for  one  of  rubber,  which  was  gradually  shortened 
as  the  abscess  cavity  contracted.  After  this  abscess  had 
been  opened  the  bowels  again  acted  naturally,  and  the  boy's 
recovery  was  uninterrupted  but  slow.  A  month  later 
(seven  weeks  after  operation),  however,  some  distinctly 
faecal  matter  escaped  from  the  opening  in  the  loin  for  two 
or  three  days  and  then  ceased.  The  abdominal  wound  very 
gradually  contracted,  and  healed  by  granulation,  leaving  a 
thin  white  scar.  Throughout  this  case  there  was  nothing 
worthy  of  note  in  the  temperature,  which  was  usually  sub- 
normal, though  occasionally  as  high  as  101°.  Patient  left 
hospital  for  a  convalescent  home  four  months  after  admission. 
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all  wounds  being  firmly  healed.  A  light  abdominal  belt 
was  supplied,  as  there  was  a  tendency  to  protrusion  at  the 
scar  in  the  abdomen.  When  last  seen,  ten  months  after 
operation,  he  was  in  good  health,  and  able  to  do  his  work, 
and  to  enjoy  such  violent  exercise  as  rowing.  The  abdo- 
minal scar  had  still  more  contracted,  and  the  tendency 
to  weakness  there  was  much  diminished.  The  appendix  is 
preserved  in  the  hospital  museum.  The  early  history  of 
this  case  would  suggest  a  pei^forative  appendicitis,  with 
localised  intra-peritoneal  abscess,  which  burst  into  the 
general  peritoneal  cavity  owing  to  breaking  through  of 
some  of  the  surrounding  adhesions,  probably  when  lifting 
the  piano.  The  incision  was  made  in  the  right  iliac  region 
on  account  of  the  history  of  previous  trouble  there,  though 
when  admitted  it  was  evident  that  the  general  peritoneal 
cavity  was  involved,  and  there  were  no  localising  symptoms. 
The  collapsed  condition  of  the  patient  prevented  any  pro- 
longed operation,  otherwise  more  complete  irrigation  and  a 
drainage-tube  on  the  opposite  side  of  the  abdomen  might 
have  prevented  the  formation  of  the  residual  abscess  there 
which  so  retarded  the  convalescence.  Had  there  not  been 
such  extensive  matting  together  of  intestines,  there  would 
probably  have  been  a  large  uncontrollable  prolapse  from 
the  gaping  wound. 

Case  8.  Acute  intestinal  ohstruction  ;  abdominal  section  ; 
stricture  of  rectum  discovered ;  left  inguijial  colotomy  ; 
death.  —  Julia  S — ,  ast.  45,  married,  two  children. 
Admitted  September  9th,  1892,  under  the  care  of  Dr. 
Harley.  The  only  history  of  previous  illness  was  ten  years 
ago,  when  she  was  laid  up  for  three  weeks  in  bed  with  some 
form  of  pelvic  inflammation,  attributed  to  cold  after  a  con- 
finement. 

For  three  months  before  admission  patient  had  suffered 
from  constipation,  her  bowels  never  acting  without  pur- 
gatives, and  then  defaecation  was  accompanied  by  much 
pain.  She  noticed  that  the  motions  gradually  became 
smaller  in  size.  For  fourteen  days  she  had  vomited  after 
almost  everything  she  took,  and  the  vomit  was  described 
as   dark    brown    and    offensive.      A   few   days    later   severe 
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griping  pains  commencedj  and  she  suffered  much  from 
flatulent  distension  of  the  abdomen.  For  nine  days 
obstruction  had  been  complete.  The  patient  was  a  shorty 
thick-necked,  very  obese,  and  evidently  alcoholic  woman, 
admitting  to  habits  of  intemperance.  Abdomen  much 
distended;  but  lax  and  soft,  with  slight  dulness  in  the 
flanks,  but  otherwise  resonant.  Fluid  thrill  obtained. 
Rectum  very  capacious,  but  empty.  She  vomited  fre- 
quently light-brown  stercoraceous  fluid,  and  complained  of 
slight  pain  only.  Temperature  100'2°.  Pulse  104,  thin 
and  compressible.  In  the  absence  of  Dr.  Harley  the  patient 
was  seen  by  Dr.  Hawkins,  who  considered  an  exploration 
necessary.  On  the  following  day  patient's  condition  was 
unaltered,  and  permission  was  only  then  given  for  an  opera- 
tion. Chloroform  was  administered,  and  a  median  incision 
made  below  the  umbilicus,  cutting  through  a  layer  of  fat 
three  inches  in  thickness.  Almost  a  pint  of  clear  serous 
fluid  escaped  from  the  peritoneal  cavity.  The  intestines, 
large  and  small;  were  distended,  but  the  rectum  was  col- 
lapsed. At  about  the  level  of  the  pelvic  brim  an  annular 
thickening  could  be  made  out  in  the  rectum,  above  which 
was  the  greatly  distended  sigmoid.  Both  ovaries  were 
adherent,  the  right  to  the  bottom  of  Douglas'  pouch,  and 
the  left  just  to  the  left  side  of  the  rectum.  Left  inguinal 
colotomy  was  determined  upon,  and  the  usual  incision  made, 
aided  by  the  left  hand  introduced  into  the  abdominal  cavity. 
The  cut  edges  of  peritoneum  and  skin  were  united  toge- 
ther, and  the  upper  part  of  the  sigmoid  flexure  brought  out 
and  fixed  in  position  by  means  of  a  glass  rod  passed  through 
its  mesentery,  and  resting  upon  the  abdominal  walls  at  right 
angles  to  the  skin  incision.  A  few  silk  sutures  were  passed, 
fixing  the  sigmoid  to  the  edges  of  the  wound.  The  central 
abdominal  incision  was  sewn  up.  In  order  to  relieve  the 
distension  a  trocar  and  cannula  were  passed  into  the  sig- 
moid, and  gas  and  fluid  faecal  matter  allowed  to  escape, 
the  puncture  then  being  closed  by  a  couple  of  Lembert's 
sutures.  On  returning  to  bed  patient  became  very  noisy 
and  violent,  requiring  several  persons  to  restrain  her.  As 
the  pulse  was  good,  an  injection  of  rather  less  than  one- 
fourth  of  a  grain   of  morphia  was  given.      A  few  minutes 
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later  she  vomited  violently,  and  almost  immediately  ceased 
to  breathe. 

Artificial  respiration  and  restoratives  were  used  with- 
out effect.  At  the  post  mortem  an  early  annular  stricture 
about  half  an  inch  wide  was  found  at  the  junction  of  the 
rectum  and  sigmoid  ;  here  the  lumen  did  not  quite  admit 
the  little  finger  tip.  Attached  to  the  lower  edge  of  the 
stricture  was  a  small  mucous  polyp.  Microscopic  examina- 
tion proved  the  growth  to  be  a  columnar  epithelioma,  with 
an  unusually  large  proportion  of  fibrous  tissue.  A  complete 
post-mortem  was  not  allowed  by  the  relatives. 

In  all  cases  like  the  preceding  one  and  Case  2,  where 
the  cause  of  the  obstruction  is  not  certain,  it  is  always  best 
to  make  a  central  abdominal  incision.  The  diagnosis  is 
then  easily  completed,  with  very  little  additional  risk  to  the 
patient,  if  due  care  and  antiseptic  precautions  are  taken. 
Should  a  colotomy  be  necessary  it  can  be  performed  in  about 
half  the  time  it  otherwise  would  occupy,  by  cutting  down 
upon  the  left  hand,  introduced  into  the  abdominal  cavity, 
and  the  most  suitable  portion  of  the  bowel  can  be  readily 
selected  for  fixing  in  the  wound. 


CONTEIBUTIONS  EEOM  THE  DENTAL 
DEPAETMENT. 


By  C.  E.  TEUMAN. 


Two  Cases  of  Epulis  ivhich  came  away  entire,  attached  to 
the  Teeth. 

A  YOUNG  woman  was  sent  to  tlie  dental  department  with 
an  epulis  on  tlie  lingual  side  of  the  lower  jaw.  The  labial 
side  of  the  jaw  was  not  implicated.  This  growth  was  about 
the  size  of  a  walnut,  very  vascular,  and  bleeding  at  the 
slightest  touch  ;  the  surface  was  cauliflower  in  appearance, 
and  lately  had  grown  rapidly.  Apparently  it  was  attached, 
its  whole  length,  to  the  gum.  The  teeth  were  not  pushed 
out  of  position  by  the  growth,  but  the  left  canine  and 
lateral  incisor  were  loosened.  My  opinion  was  that  it  would 
be  best  to  take  out  the  lateral  incisor  and  canine  at  once, 
and  then  wait  some  little  time  to  see  if  a  further  operation 
would  become  necessary.  I  did  not  then  and  there  extract 
the  teeth,  as  I  thought  the  surgeon  wished  the  case  to 
remain  as  it  was  until  he  had  seen  it  again,  but  the  after- 
noon of  the  same  day,  first  the  lateral  incisor,  and  then  the 
canine  were  extracted,  and  the  entire  growth  came  away 
with  the  canine,  attached  to  the  tooth.  The  accompanying 
plate  shows  the  epulis  growing  from  the  upper  part  of  the 
fang  of  the  canine  tooth,  surrounding  its  neck,  and  growing 
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from  the  peridental  membrane.  "  The  submucous  fibrous 
tissue,  or  the  soft  tissue  contained  in  the  Haversian  canals 
of  the  bone,  usually  affords  the  site  of  the  disease,  which 
in  its  growth  carries  before  it  the  superjacent  mucous  mem- 
brane "    (Tomes'  '  Dental  Surgery,') 

The  second  case  was  sent  to  me  by  Mr.  Pitts.  This  was 
also  the  case  of  a  young  woman,  F — ,  set.  20.  About  three 
or  four  months  before  the  patient  came  to  the  hospital,  she 
had  observed  a  small  oval  tumour  growing  from  the  inside 
of  her  lower  jaw  at  the  bicuspid  teeth  on  the  right  side. 
She  had  had  very  little  pain  or  bleeding  from  the  surface  of 
the  growth. 

On  examination  at  the  dental  department,  a  fibrous 
growth,  about  three  quarters  of  an  inch  in  length  by  half 
an  inch  broad,  was  found  growing  by  the  inside  of  the  first 
and  second  bicuspids  on  the  right  side.  The  epulis  was  hard 
and  mammilated  on  the  surface,  with  but  little  haemorrhage 
on  manipulation.  Both  the  bicuspids  were  loose,  and  as  the 
growth  sprang  away  from  the  portion  of  the  jaw  formed 
by  their  sockets,  it  was  impossible  to  say  which  was  the 
most  at  fault.  The  one  which  was  the  most  loose,  and  which 
seemed  to  be  the  cause,  was  extracted.  The  next  week,  when 
the  patient  came  again,  the  extraction  of  this  tooth  was 
found  to  have  produced  no  effect  upon  the  epulis,  so  the 
other  bicuspid  was  at  once  extracted,  and  the  growth  came 
away  entire  with  the  tooth  growing  from  the  peridental 
membrane,  as  shown  in  plate.  This  specimen  has  been  kept 
in  spirits  since. 

The  plate  shows  both  these  cases  after  removal  ;  the 
largest  is  the  first  case  mentioned,  and  the  smaller  epulis  is 
the  second  one. 

Fig.  1.  Pig.  2. 


Many  surgeons  think  that  in  cases  of  epulis  it  is  necessary 
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to  remove  some  portion  of  the  bone  of  the  jaw  at  the  seat 
of  the  growth,  as  the  epulis,  in  their  opinion,  always  springs 
from  the  periosteum  of  the  bone.  For  some  time  past  it 
has  been  my  opinion  that  this  is  not  always  necessary,  and 
in  several  cases  I  have  taken  out  the  teeth  only,  and  not 
cut  away  the  growth,  as  in  many  cases  it  seemed  to  grow 
from  the  portion  of  the  alveolus,  close  round  the  neck  of 
the  tooth  or  teeth,  and  that  as  soon  as  the  teeth  were 
extracted,  the  socket  being  absorbed,  the  epulis  withered 
away  and  did  not  recur,  or  it  seemed  as  if  the  epulis  grew 
from  the  portion  of  bone  which  formed  the  septum  between 
the  sockets  of  the  teeth  involved,  and  that  by  extracting 
both  teeth  the  sockets  became  obliterated,  and  this  portion 
of  the  alveolus  was  thus  destroyed,  and  the  epulis  did  not 
recur.  Cases  in  which  I  have  tried  cutting  away  the  epulis 
and  as  much  of  this  septum  as  I  could  reach  without 
extracting  the  teeth,  so  that  there  should  not  be  the  dis- 
figurement caused  by  the  loss  of  the  teeth,  have  not,  in  my 
hands,  proved  successful.  The  epulis  has  always  returned, 
and  the  tooth  or  teeth  have  had  to  be  removed  eventually. 
But  from  these  two  cases  it  seems  as  if  the  growth  springs, 
at  all  events  in  some  cases,  from  the  alveolo-dental  perios- 
teum or  root-membrane  of  the  tooth  (or  the  peridental  mem- 
brane). Tomes  has  demonstrated  that  the  peridental 
membrane  is  attached  on  one  side  to  the  tooth  firmly,  and 
on  the  other  to  the  socket  more  loosely,  thus  always  coming 
away  with  the  tooth  on  removal,  but  that  there  are  not  two 
membranes,  viz.  a  periosteum  of  the  bone  lining  the  socket, 
as  well  as  one  of  the  tooth,  covering  the  fang,  but  only  one 
membrane  stretching  across  from  tooth  to  socket,  the  fibres 
of  this  membrane  running  across  in  an  oblique  direction, 
slinging  the  tooth,  and  allowing  it  to  rise  and  fall  in  its 
socket.  This  movement  is  well  seen  in  inflammation  of  this 
membrane. 

May  not  these  growths  sometimes  originate  in  this 
peridental  membrane,  and,  as  in  these  cases,  come  away 
with  the  tooth,  if  the  tooth  is  taken  out  early  enough  ?  But 
in  cases  where  the  growth  is  allowed  to  remain  without 
being  interfered  with,  may  not  the  growth  spread  to  the 
periosteum  of  the  bone  which  is  continuous  with  the  peri- 
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dental  membrane  at  the  edges  of  the  sockets,  thus  implicat- 
ing the  bone,  and  making  it  necessaiy  to  remove  portions  of 
bone  ?  If  this  view  is  correct,  early  extraction,  as  I  have 
often  found,  is  all  that  is  required,  thus  leaving  much  less 
disfigurement.  It  will  also  account  for  the  persistency  of 
the  growth,  as  long  as  the  tooth  or  teeth  remain  in  the 
mouth. 

It  is  so  simple  to  see  how  a  new  growth  originating 
in  the  peridental  membrane  should  spread.  This  mem- 
brane, if  traced  outwards,  will  be  found  to  be  con- 
tinuous with  the  periosteum  of  the  bone  at  the  edge 
of  the  socket,  and  also  to  be  continuous  with  the  con- 
nective tissue  of  the  gum,  and  thus,  in  those  cases 
originating  in  the  peridental  membrane,  if  seen  early 
or  slow  growing,  the  epulis  comes  away  entirely  with  the 
tooth  ;  but  if  neglected  or  quick  growing  it  spreads  either 
to  the  periosteum  of  the  bone,  or  to  the  surface  of  the  gum, 
involving  one  or  both,  when,  of  course,  removing  the  tooth 
is  not  sufficient,  and  portions  of  the  alveolus  have  to  be  cut 
away,  causing  much  more  disfigurement.  So  it  would  seem 
that  the  earlier  the  tooth  or  teeth  are  extracted,  the  more 
likely  it  is  in  these  cases  to  prove  a  permanent  cure. 

These  cases  of  epulis  growing  from  the  root-membrane 
seem  to  be  quite  common.  Since  writing  the  above,  I  have 
seen  another  case  at  the  Dental  Hospital.  This  was  an 
epulis  growing  near  the  first  lower  molar  of  the  left  side ; 
this  growth  was  very  hard  and  pale  in  its  upper  portion, 
but  the  lower  part  was  very  vascular  and  spongy.  This 
also  came  away  attached  to  the  root-membrane  when  the 
lower  molar  was  extracted. 

The  plate  of  the  microscopical  section,  with  the  descrip- 
tion, has  been  kindly  lent  to  me  by  my  friend  Mr.  J.  F.  Colyer. 

A  young  woman  was  sent  down  from  one  of  the  wards 
with  alveolar  sinus  of  upper  jaw  of  left  side.  On  examina- 
tion there  were  found  the  three  roots  of  an  upper  molar, 
apparently  the  cause  of  the  sinus  and  discharge.  These 
roots  were  at  once  taken  out.  As  the  discharge  did  not 
stop,  and  the  jaw  did  not  heal  as  it  should  do,  Mr.  Glutton 
(under  whose  charge  the  patient  was)  explored,  and  with  a 
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probe  could  feel  something  like  indiarubber.  The  next  day 
the  patient  was  given  an  anaesthetic,  and  a  thorough  exami- 
nation made.  Mr.  Glutton's  idea  that  he  could  feel  some- 
thing like  rubber  was  quite  correct,  as  he  soon  extracted  a 
piece  of  old  drainage-tube. 

Two  Cases  of  Abscess  jpointing  on  Face  at  Root  of  Nose  just 
below  the  Eye. 
These  two  cases  were  almost  identical.  Both  were  boys 
under  nine  years  of  age,  the  abscess  starting  from,  and 
caused  by,  temporary  canine  teeth.  The  teeth  were  ex- 
tracted, and  a  probe  could  be  passed  up  the  socket  into  the 
abscess.  Now  the  difficult  part  to  determine  was  whether 
these  abscesses  were  inside  or  entirely  outside  the  bone. 
Naturally,  if  the  probe  went  up  the  socket  of  the  tooth, 
which  was  in  the  bone,  one  would  be  inclined  to  think  that 
the  abscess  must  also  be  inside  the  bone.  But  they  did  not 
seem  to  be  so  situated.  On  passing  a  knife  up  inside  the 
cheek,  and  cutting  up  between  cheek  and  bone,  the  knife 
went  into  the  abscess  and  entirely  emptied  it.  So  all  doubt 
was  set  at  rest.  The  abscess  was  entirely  outside  the  bone, 
on  the  superior  maxilla  higher  up  the  face,  past  the  end  of 
the  socket  of  canine  tooth  just  below  the  eye.  One  must 
suppose  that  the  abscess  originated  in  the  canine  tooth,  and 
had  pierced  the  bone  at  the  apex  of  its  socket,  and  thus 
burrowing  beneath  the  muscles  of  face,  eventually  pointing 
just  below  the  eye.  The  pus  in  this  case  had  probably 
burrowed  between  the  bone  and  its  periosteum. 

Nellie  H— ,  «t.  17.  October,  1892.— She  said  she  had 
had  a  swelling  on  the  right  side  of  her  face  over  the  angle 
of  lower  jaw  for  about  eighteen  months. 

Eiorht  months  ago  she  had  had  the  lower  first  molar  of 
this  side,  which  was  carious,  extracted,  as  it  was  thought 
to  be  the  cause  of  the  swelling.  She  had  had  more  or  less 
discharge  ever  since. 

When  she  came  to  the  hospital  there  was  a  swelling  over 
the  angle  of  lower  jaw  on  the  right  side.  The  wisdom- 
tooth  was  not  erupted,  the  second  molar  was  quite  sound, 
and  there  was  apparently  very  little  the  matter  with  the 
gum ;  but  on  close  inspection  there  was  found  to  be  a  very 
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small  sinus  just  in  front  of  the  second  molar  witli  a  slight 
discharge  of  pus.  With  difficulty  a  probe  could  be  passed 
down  this  sinus,  running  to  the  outer  side  of  the  tooth  for 
about  an  inch  and  a  half.  The  patient  was  given  gas,  and 
I  took  out  the  second  molar.  As  the  tooth  was  being 
extracted  quite  a  lot  of  pus  came  away.  On  examination 
a  few  days  after  there  was  still  a  discharge,  but  the  wisdom- 
tooth  could  not  be  felt.  Probably  the  whole  cause  was  the 
wisdom-tooth. 

A  man,  about  35,  came  with  fracture  of  lower  jaw. 
There  was  a  good  deal  of  displacement,  but  it  was  only 
broken  in  one  place.  In  this  case  I  put  on  a  Hammond 
splint,  of  which  splints  I  keep  a  quantity  at  the  hospital 
made  of  different  sizes  ready  for  use.  This  I  have  done 
for  a  long  time  past,  and  it  was  my  own  idea  to  have  sets 
of  these  splints  made  beforehand,  and  from  these  sets  to 
select  the  one  which  was  suitable  in  each  case.  The  splint 
was  put  on  the  first  time  of  seeing  the  patient,  and  the  jaw 
came  into  very  good  position.  After  the  first  visit  this  man 
did  not  come  to  the  hospital  again  for  several  weeks  (five 
or  six).  Therefore  at  the  second  visit  his  jaw  was  firmly 
united.  I  took  the  splint  off,  and  the  articulation  of  the 
teeth  was  absolutely  perfect.  Now,  after  this,  it  cannot  be 
said  that  it  is  necessary  to  make  each  splint  for  each  indi- 
vidual case. 

Having  the  splint  made  before  saves  so  much  time  and 
trouble  both  to  surgeon  and  patient.  The  result  could  not 
have  been  better  than  this  one  was,  and  I  only  saw  the 
patient  twice — once  to  put  the  splint  on  and  once  to  take  it 
off  again.  It  seems  to  me  that  one  of  the  great  advan- 
tages of  Hammond's  splint  is  that  the  upper  and  lower 
teeth  are  allowed  full  liberty  to  articulate  during  the  whole 
time  of  the  uniting  of  the  fracture.  The  splint  does  not 
hold  the  portions  of  the  jaw  absolutely  rigid,  and  in  this 
way  the  upper  teeth  help  very  considerably  to  force  the 
broken  jaw  into  the  right  position.  I  generally  put  the 
splint  on  at  the  first  visit,  but  do  not  pass  the  thin  wire 
round  all  the  teeth,  but  let  the  upper  teeth  help  to  rectify 
the  displacement,  and  after  a  day  or  two  pass  more  wires 
round  more  teeth,  and  tighten  up  the  wires  put  on  at  the 
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first  visit.      Tliis  method  is  also  less  painful  and  irritating 
for  the  patient. 

Mrs.  Terry,  who  was  aged  39,  and  had  five  children 
living,  was  sent  by  a  medical  man  for  me  to  see  if  the 
swelling  she  had  on  the  right  side  of  her  face  was  caused 
by  any  of  her  teeth.  On  examination  I  found  she  had  a 
swelling  about  the  size  of  a  half-walnut  on  the  right  side 
of  her  face  over  the  angle  of  her  jaw.  It  was  semi- 
fluctuating,  but  did  not  feel  like  fluid  unless  it  was  thick 
grumous  fluid.  The  swelling  was  situated  in  the  thickness 
of  the  cheek,  and  was  not  an  alveolar  abscess,  nor  could  I 
see  that  any  of  her  teeth  were  the  cause.  The  swelling 
was  apparently  in  the  masseter  muscle,  and  this  would 
account  for  the  difl&culty  in  opening  her  mouth  she  com- 
plained of.  The  skin  over  the  swelling  was  not  inflamed, 
nor  was  it  implicated.  She  noticed  this  swelling  about  five 
months  before,  and  it  gradually  increased  in  size.  Then 
she  began  to  find  a  difficulty  in  opening  her  mouth,  which 
was  getting  worse.  She  could  not  open  her  mouth  wide; 
it  seemed  stiff,  and  eating  made  her  jaws  ache  ;  she  could 
not  eat  ordinary  food,  and  had  been  obliged  to  eat  soft 
food.  On  examining  other  parts  of  her  body  I  found  a 
swelling  of  a  similar  character  on  the  back  of  her  head,  on 
the  occiput,  which  she  had  had  some  little  time,  feeling 
much  the  same,  and  tender  on  pressure.  On  still  further 
examination  I  found  the  left  sterno-clavicular  articulation 
thickened  and  painful.  She  did  not  tell  me  of  these  swel- 
lings, but  left  me  to  find  them  myself.  But  she  now  told 
me  that  she  had  had  a  swelling  in  the  left  cheek  similar  to 
the  one  on  right  side,  which  had  gone  away  of  its  own 
accord,  and  has  left  no  trace  to  be  found  now. 

Her  five  children,  she  said,  were  all  healthy,  and  were 
aged  13,  11,  5,  3  years,  and  7  months  respectively,  but 
she  has  had  three  other  children  who  have  died,  the  first 
of  which  died  at  the  age  of  four  years  ;  the  second  was 
three  days  old  only  when  it  died,  and  the  third  child  was 
three  months.  She  has  also  -had  one  miscarriage.  I  could 
get  no  further  history  in  this  direction,  but  I  concluded 
that  the  swelling  was  syphilitic  in  character. 
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A.  young  man  came  with  broken  lower  jaw  on  right  side 
at  bicuspids.  In  this  case  there  was  great  displacement ; 
the  fracture  being  oblique;  the  ends  of  the  bone  were 
interlocked,  and  I  could  not  get  the  ends  into  position.  I 
proposed  that  he  should  have  an  anaesthetic,  so  that  when  the 
muscles  were  relaxed  the  difficulty  would  be  overcome,  but 
the  man  objected  strongly  to  having  an  anaesthetic,  and  said 
he  would  much  sooner  bear  the  pain.  I  did  not  feel  at  all 
hopeful  of  getting  it  into  place,  as  it  was  so  firmly  fixed 
and  did  not  seem  to  move,  but  after  some  little  time,  by 
manipulating  in  different  directions,  the  ends  came  into 
place  suddenly,  and  then  there  was  no  more  difficulty.  So 
it  seems  that  in  cases  like  this  a  little  patience  and  perse- 
verance will  overcome  the  difficulty. 

Case  of  eruption  of  canine  under  the  chin. — The  patient 
was  a  little  girl  aged  six  years,  with  a  tooth  erupting  below 
her  chin.      On  examination  it  was  found  to  be  the  left  lower 

Fia.  1. 


permanent  canine.      Three  or  four    years  before  she  had  had 
diphtheria  very  badly.       When  she    was  convalescent,  about 
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a  fortnight  after,  the  lower  jaw  began  to  swell  uniformly, 
and  an  abscess  formed,  discharging  a  good  deal  of  pus. 
Soon  after  two  teeth  were  extracted,  liberating  a  quantity 
of  pus,  and  a  sequestrum  separated,  when  matters  seemed 
to  quiet  down.  Subsequently,  however,  four  pustules 
appeared  on  the  chin  ;  these  burst,  leaving  sinuses,  from 
which  necrosed  bone  came  away.  Three  of  these  healed, 
while  from  the  fourth,  eighteen  months  later,  the  left  lower 
permanent  canine  appeared,  as  it  is  shown  in  the  plate, 
apparently  turned  upside  down,  the  tip  of  the  canine 
pointing  downwards.  This  tooth  was  extracted,  and  the 
patient  went  away  cured. 

In  hunting  up  similar  cases,  I  found  in  the  museum  at  the 
Dental  Hospital  a  case  of  a  lower  wisdom  tooth  erupting  on 
the  cheek  above  the  angle  of  lower  jaw.  Salter  mentions  a 
case  of  both  superior  lateral  incisors  erupting  into  the 
nostrils.  There  is  also  a  skull  in  the  museum  of  the  Royal 
College  of  Surgeons,  which  shows  the  eruption  of  an  upper 
right  canine  tooth  into  the  nostril.  Dr.  Ward  Cousins  had 
a  case  in  which  a  temporary  left  canine  had  become  en- 
cysted in  the  left  orbit,  and  I  believe  the  tumour  was 
removed.  In  another  case,  under  Mr.  Carver,  of  Cambridge, 
a  boy  six  and  a  half  years  old  had  a  canine  tooth  erupting 
through  the  right  lower  eyelid.  The  tooth  had  commenced 
to  appear  when  the  boy  was  four  and  a  half. 

Nine  or  ten  months  later  I  was  surprised  to  see  this  same 
little  girl  at  the  hospital  again.  This  time  she  had  a  second 
tooth  coming  from  the  same  sinus  through  which  the  canine 
had  already  come.  This  second  tooth,  on  examination, 
proved  to  be  the  bicuspid,  following  in  the  road  already 
made  for  it  by  the  canine.  This  tooth  I  also  took  out,  and 
the  child  is,  I  believe,  cured.  Time  only  can  show  if 
any  more  teeth  will  come  and  erupt  through  this  old 
sinus. 

In  this  case  it  seems  to  me  that  the  teeth,  as  they  generally 
do,  took  the  course  where  there  was  the  least  resistance. 
The  abscess  had  broken  down  the  bone,  and  there  was  only 
soft  structure  to  come  through.  On  looking  at  the  dried 
bone  in  the  museum,  if  dissected  to  show  the  permanent 
teeth  lying  in  the  jaw  before  eruption,  the  teeth  will  be  found 
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to  lie  very  deep  down  in  the  jaw  at  this  time.  The  tem- 
porary teeth  are  seen  in  position  in  the  mouth,  and 
the  permanent  ones  lying  very  deep  down  embedded  in  the 
jaWj  below  the  fangs  of  the  temporary  teeth.  Now,  if  we 
imagine  the  outer  surface  of  the  bone  broken  away  by  this 
abscess,  it  will  be  seen  that  it  would  be  quite  easy  for  the 
canine  to  erupt  in  the  position  it  has,  without  altering  its 
direction  so  much  as  at  first  sight  it  appears  to  have  done, 
and  of  course  it  would  be  still  easier  for  the  second  tooth  to 
follow  the  road  made  for  it  by  its  predecessor. 


DESCRIPTION  OF  PLATE 

Illustrating  Mr.  C.  E.  Truman's   ''  Contributions  from  the 
Dental  Department." 

The  tumour — about  the  size  of  a  small  filbert  and  attached  to  the  external 
surface  of  an  upper  molar  just  below  its  neck — was  a  firm  pedunculated  growth. 

On  vertical  section  it  presented  on  its  periphery  a  stratified  epithelium  (6)  of 
which  the  free  border  was  almost  cornefied,  the  cells  being  tightly  wedged 
between  one  another  and  containing  no  nuclei.  Immediately  beneath  the  epi- 
thelial cells  become  varied  in  shape,  until  above  the  basement  membrane  (c) 
they  assume  a  cylindrical  form. 

The  submucous  tissue  (d)  consists  of  a  loose  arrangement  of  fibrous  tissue 
and  cells  with  prominent  nuclei.  It  is  destitute  of  glands.  Here  and  there 
spaces  (h)  filled  with  a  colloid  material  are  observed.  Thick  bands  of  fibrous 
tissue  form  septa-like  partitions  between  the  lobules  of  the  growth  (/),  and 
enclose  large  masses  of  tissue  consisting  of  nucleated  cells,  numbers  of  multi- 
nucleated giant  corpuscles,  and  shoi't  wavj'  connective-tissue  fibres  (e). 

Irregular  nodules  of  bone  are  seen  here  and  there  (ff). 

The  attachment  to  cementum  (i)  is  very  loose,  and  chiefly  composed  of  long 
fibres  with  cells ;  but  the  looseness  is  considerably  strengthened  and  supported 
by  two  or  three  columns  of  fresh  cemental  tissue  running  vertically  alongside 
the  roots  of  the  tooth. 

No  nervous  structures  are  to  be  seen,  and  there  is  a  remarkable  absence  of 
blood-vessels.  Long  spaces  exist  in  various  parts,  but  as  they  do  not  present 
definite  walls  they  cannot  be  looked  upon  as  capillaries. 

Traces  of  lymphatics  cannot  be  found. 
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AESCESS  OE  THE  LIVER. 


By  WALTER  EDMUNDS. 


The  diagnosis  of  an  abscess  of  the  liver  is  sometimes  very 
difl&cult,  indeed  I  am  told  that  it  is  not  a  very  rare  occur- 
rence for  an  abscess  of  the  liver  which  had  not  been 
suspected  to  be  discovered  in  the  post-mortem  room,  the 
case  having  been  regarded  during  life  as  one  of  pneumonia. 
An  abscess  in  the  upper  part  of  the  right  lobe  of  the  liver 
may  cause  by  compression  of  the  base  of  the  lung  dulness 
and  tubular  breathing  :  when  the  pain  is  severe  and  the 
fever  does  not  subside  at  the  period  usual  for  pneumonia, 
abscess  of  the  liver  should  be  suspected,  and  this  although 
the  patient  has  never  been  abroad. 

An  abscess  being  diagnosed  it  has  to  be  found  and 
drained. 

To  find  the  position  of  the  abscess  it  is  advisable  to 
aspirate,  using  a  cannula  sufficiently  large  to  allow  thick  pus 
to  flow.  An  aspirator  indeed  is  almost  necessary,  for  the 
pus  will  sometimes  not  flow  through  the  cannula  unless 
aspiration  is  applied. 

The  aspirator  needle  can  be  introduced  through  a  minute 
incision  in  the  skin,  but  it  is  usually  better  to  cut  down  on 
the  liver  under  an  angesthetic  ;  if  the  liver  is  especially 
prominent  anywhere,  the  incision  should  be  made  there,  or 
the  most  tender  part  selected.  If  thought  advisable  a  por- 
tion of  a  rib  may  be  removed  and  the  pleura  opened  ;  the 
diaphragmatic  pleura  is  then  divided  and  the  two  layers  of 
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pleura  sutured  together  to  cut  off  its  cavity ;  the  diaphragm 
is  then  incised  and  the  liver  exposed.  I  have  operated 
twice  in  this  way.  The  method  has  the  advantage  of  giving 
a  dependent  opening,  but  that  is  not  a  necessity  if  only  the 
opening  is  free. 

The  first  case,  I  believe,  at  St.  Thomas's  in  which  an 
abscess  of  the  liver  was  drained  by  this  route  was  one  under 
the  care  of  the  late  Dr.  Grulliver,  and  in  which  the  operation 
was  performed  by  Mr.  Pitts.  The  case  will  be  found  re- 
corded in  the  '  Lancet '  for  March  24th,  1883. 

The  liver  being  exposed,  if  it  is  adherent  it  may  be  at 
once  explored  with  the  aspirator.  If  it  is  not  adherent  and 
the  case  is  not  very  urgent,  a  plug  of  gauze  should  be 
introduced  into  the  wound  down  to  the  liver,  and  the 
exploration  postponed  for  two  or  three  days.  An  anaes- 
thetic will  not  be  required  for  the  second  part  of  the 
operation,  for  the  liver  is  insensitive. 

It  may  be  necessary  to  introduce  the  trochar  and  cannula 
in  two  or  three  directions  before  finding  the  abscess.  It 
being  found,  there  remains  to  pass  a  large  drainage-tube 
into  it. 

The  cannula  will  be  retained  in  position  to  act  as  a  guide, 
but  even  if  the  abscess  is  not  very  deep  a  cannula  makes  an 
awkward  director  to  cut  along  with  a  tenotome ;  if  the 
abscess  is  deep  a  long  narrow-bladed  knife  (if  at  hand)  will 
be  used,  but  there  will  be  danger  of  not  following  the 
cannula,  and  of  making  a  needlessly  large  incision.  It  was 
to  meet  this  difficulty  that  the  instrument  shown  in  the 
accompanying  drawing  was  devised.  It  consists  of  a  long 
director  small  enough  to  pass  down  the  largest  sized 
cannula  of  the  aspirator,  and  of  two  knives  of  different  sizes 
made  to  run  along  the  groove  in  the  director.  (The  prin- 
ciple is  the  same  as  that  of  Maissonneuve's  urethrotome, 
but  the  shape  of  the  knives  is  different.)  There  is  further 
a  wedge-shaped  dilator  which  slides  in  the  director.  There 
are  also  a  pair  of  scissor-shaped  dilators,  with  long  straight 
blades  at  right  angles  to  the  handles.  Finally  there  is  a 
needle-holder  for  grasping  the  director  and  acting  as  a 
handle  to  it,  but  this  is  not  necessary. 

In  use  the   director  is  passed  down  the  cannula  into  the 
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abscess  cavity^  and  the  cannula  withdrawn  over  it ;  for  this 
reason  the  director  is  long  and  has  no  handle  at  its  end. 
The  knives  are  slid  down  the  director,  and  enlarge  the 
opening  by  cutting  in  various  directions ;  the  wedge-shaped 
dilator  is  used  for  the  same  purpose,  first  the  small  end 
and  then  the  large.  If  the  opening  is  not  sufiiciently  large, 
the  right-angled  dilators  are  introduced,  and  a  blunt-pointed 
bistoury  passed  between  the  blades.  Finally  a  large  drain- 
age-tube is  passed  in. 

I  have  recently  had  an  opportunity  of  using  this  instru- 
ment in  a  case  of  abscess  of  the  liver,  and  it  worked 
satisfactorily.  Mr.  Bidwell  has  also  used  it,  and  gives  his 
experience  in  the  next  communication. 

The  instrument  was  made  for  me  by  Messrs.  Down 
Brothers,  of  St.  Thomas's  Street,  Borough. 


A  CASE  OP  ABSCESS  OE  THE  LIYEK. 


By  LEONARD  A.  BIDWELL,  F.R.C.S., 

ASSISTANT    SrEGEOy    TO    THE    WEST    LOXDOy    HOSPITAL. 


The  following  case  of  abscess  of  the  liver  may  prove  of 
interest,  as  the  instrument  described  by  Mr.  "Walter 
Edmunds  in  the  preceding  article  was  employed  at  the 
operation. 

From  a  medical  point  of  view,  too,  the  case  is  interesting, 
because  the  abscess  occurred  in  a  patient  who  had  not  been 
out  of  this  country  for  the  last  nine  years,  and  who  had 
suffered  from  dysentery  fourteen  years  previously. 

J.  G — ,  8et.  42  years,  was  admitted  into  the  "West  London 
Hospital  on  July  19th,  1892,  under  the  care  of  Dr.  Hood. 

He  had  been  in  the  army,  and  while  in  India  fourteen 
years  ago  he  had  one  attack  of  dysentery,  and  has  not  had 
another  since.  He  also  suffered  from  ague,  and  even  now 
has  two  or  three  attacks  every  summer.  He  left  India  and 
retired  from  the  army  nine  years  ago ;  he  has  always  been 
temperate. 

Present  illness. — Six  weeks  before  admission  he  com- 
plained of  feeling  feverish,  and  of  pain  in  the  abdomen  ;  ho 
had  not  noticed  any  swelling  of  the  abdomen,  but  has  lost 
flesh. 

On  admission. — The  patient  was  slightly  jaundiced,  and 
rather  emaciated  ;  tongue  clean  ;  temperature  100°. 

Lungs  and  heart  normal. 

Abdomen. — There  was  a  distinct  prominence  in  the  right 
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hypocliondriac  region  ;  the  liver  dulness  extends  up  to  the 
fifth  rib,  and  its  edge  can  be  felt  2^  inches  below  the  costal 
arch  in  front ;  the  surface  appears  to  be  smooth.  There  is 
a  good  deal  of  pain  just  above  the  umbilicus.  The  inter- 
costal spaces  both  in  front  and  behind,  on  the  right  side, 
are  widened. 

July  31st. — The  liver  has  increased  in  size,  and  its  edge 
extends  nearly  to  the  umbilicus.  The  temperature  has  been 
of  a  hectic  character,  varying  between  97*4°  and  101°,  or 
even  103'2°.  There  is  a  tender  spot  about  2  inches  below  the 
ribs,  just  about  the  centre  of  the  prominence.  The  case 
having  passed  under  the  care  of  Dr.  Ball,  I  was  asked  to 
see  it. 

August  2nd. — Ether  was  administered,  and  an  exploring 
needle  inserted  into  the  liver  at  a  point  2  inches  below  the 
costal  arch  ;  pus  was  obtained.  An  incision  about  4  inches 
long  was  then  made  parallel  to  the  ribs,  passing  through 
the  puncture  made  by  the  aspirator.  The  outer  part  of  the 
rectus  was  divided,  and  the  peritoneum  opened.  There 
were  no  adhesions  between  the  liver  and  the  parietes.  The 
parietal  peritoneum  was  then  stitched  to  the  skin,  and  strips 
of  iodoform  gauze  placed  on  the  surface  of  the  liver.  An 
antiseptic  dressing  was  applied. 

5th. — The  wound  was  dressed,  and  it  was  found  that  the 
adhesions  between  the  liver  and  abdominal  wall  were  quite 
firm  ;  the  plug  of  gauze  was  removed,  and  the  largest 
needle  of  the  aspirator  having  been  plunged  into  the  liver 
in  a  direction  backwards  and  upwards,  pus  was  obtained. 
The  trocar  having  been  withdrawn,  Mr.  Edmunds'  grooved 
staff  was  passed  through  the  cannula  into  the  abscess  cavity  ; 
after  sliding  the  cannula  off  the  staff,  the  knife  was  run  down 
the  groove,  and  the  opening  enlarged  by  cutting  laterally. 
The  dilator  was  tried,  but  did  not  pass  easily,  so  was  not 
forced.  The  abscess  appeared  to  be  about  2  inches  from 
the  surface  of  the  liver.  About  one  pint  of  thick  and  blood- 
stained pus  escaped  ;  two  large  drainage-tubes  were  in- 
serted, and  the  wound  dressed  with  iodoform  gauze.  This 
latter  operation  was  performed  without  an  aneesthetic,  and 
no  pain  was  experienced  in  cutting  the  liver. 

9th. — Dressed  twice  daily  since  the  opening  ;  the  pus  is  still 
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thick  and  abundant ;  both  tubes  removed,  and  a  single  larger 
one  inserted.  The  temperature  has  been  normal  since 
operation. 

14th. — Tube  shortened  ;  less  discharge. 

16th. — Tube  removed. 

29th. — Patient  has  gained  flesh  ;  no  discharge  from  wound, 
which  is  granulating  quickly. 

September  11th. — Wound  has  been  healed  for  a  week. 
There  has  been  no  pain  since  operation,  and  the  edge  of 
the  liver  cannot  be  felt  below  the  ribs.      Discharged. 

It  will  be  noticed  that  I  did  not  make  any  exploratory 
puncture  of  the  liver  till  the  patient  was  under  ether  and  I 
was  prepared  to  expose  the  surface  of  the  organ.  It  has 
always  seemed  to  me  that  there  is  a  danger  of  intra-peritoneal 
extravasation  of  pus  when  these  abscesses  are  aspirated 
some  days  before  an  antiseptic  incision  ;  in  fact,  when  I 
exposed  the  surface  of  the  liver  immediately  after  aspirat- 
ing, I  could  see  a  drop  of  pus  in  the  track  of  the  needle. 
There  is  more  danger  of  this  happening  after  exploring  for 
abscess  of  liver  than  for  other  conditions,  as  the  thickness 
of  the  pus  requires  the  use  of  the  largest  needle  of  the  aspi- 
rator. For  making  the  opening  into  the  liver  I  think  that 
a  cutting  instrument  is  necessary,  for  in  the  two  cases  on 
which  I  have  operated  the  walls  of  the  abscess  were  too 
dense  and  unyielding  to  be  dilated  by  a  blunt  instrument, 
and  I  think  that,  in  forcing  down  one  of  the  blunt  dilators 
of  Mr.  Edmunds'  instrument,  there  would  be  a  danger  of 
disturbing  the  delicate  adhesions  between  the  liver  and  the 
abdominal  wall. 

The  other  case  to  which  I  have  iust  referred  as  havino-  a 
very  dense-walled  abscess  was  that  of  a  gentleman,  32  years 
of  age,  on  whom  I  operated  three  years  ago.  He  had  con- 
tracted dysentery  and  abscess  of  the  liver  in  Java. 

Dr.  Bristowe  kindly  saw  the  patient  with  me,  and  we 
performed  a  preliminary  aspiration,  obtaining  pus.  Two 
days  later  I  cut  down  on  to  the  liver  by  the  anterior  in- 
cision, and  finding  that  there  were  no  adhesions,  I  stuffed 
the  wound  with  iodoform  gauze.  Three  days  after  the 
incision,  without  an  anaesthetic,  I  passed  an  aspirator  upwards 
and  backwards  into  the  liver,  and  obtained  pus.      I  then 
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tried  to  pass  a  steel  director,  along  tlie  side  of  the  aspirator, 
into  tlie  abscess  cavity,  but  owing  to  denseness  of  the  liver 
substance  I  did  not  succeed.  The  aspirator  having  been 
withdrawn,  a  trocar  and  cannula,  of  the  form  devised  by  Sir 
Joseph  Fayrer,  were  plunged  into  the  abscess,  which  was 
about  three  inches  from  the  surface  of  the  liver  ;  the  cannula 
has  a  longitudinal  slit,  which  allows  of  its  being  used  as  a 
director.  A  special  pair  of  rectangular  dilating  forceps 
were  passed  down  the  cannula,  which  was  then  withdrawn  ; 
the  slit  in  its  side  allows  this  to  be  done.  (For  the  loan  of 
these  instrumeuts  also  I  was  indebted  to  Mr.  Edmunds.) 
On  attempting  to  dilate  the  opening,  I  found  I  was  prevented 
by  the  hardness  of  the  tissues,  so  a  probe-pointed  bistoury  was 
passed  between  the  blades  of  the  dilators,  and  a  free  incision 
made  in  the  liver.  About  thirty  ounces  of  pus  were  collected, 
and  a  drainage-tube  was  introduced.  The  tube  was  removed 
on  the  tenth  day,  and  the  abscess  had  ceased  to  discharge  on 
the  sixteenth  day,  but  unfortunately  the  dysentery  continued, 
and  the  patient  died  about  a  montb  after  the  operation. 
Mr.  Edmunds'  instruments  in  this  case  would  have  made 
matters  much  easier.  In  both  the  cases  to  which  I  have 
referred  the  swelling  was  mostly  in  front,  and  that  induced 
me  to  reach  the  abscess  by  an  anterior  incision,  although 
when  possible  the  posterior  incision  with  resection  of  a  rib 
seems  preferable.  However,  although  this  anterior  opening 
does  not  favour  drainage,  both  cases  healed  very  rapidly, 
and  never  had  any  elevation  of  temperature,  or  signs  of  re- 
tention of  pus.  In  neither  case  was  there  any  pain  on 
incising  the  liver  without  an  anaesthetic,  and  the  bleeding 
from  a  fairly  free  incision  in  that  organ  was  not  of  any 
consequence. 


THE  TREATMENT 


ANEUMSMS  ON  THE  AETEEIES  OE  THE 
EXTREMITIES. 


By  a.  H.  MAKINS, 

ASSISTANT   SUEGEON, 
AND 

F.  C.  ABBOTT,  M.B.,  B.S., 

SUEGICAL   EEGISTEAB. 


The  cases  included  in  the  following  compilation  were 
under  treatment  in  the  hospital  during  the  twenty  years 
between  1871  and  1890  inclusive.  This  period  extends 
some  four  years  prior  to  the  general  adoption  of  strict 
antiseptic  wound  treatment,  but  happily  this  does  not  in 
any  way  affect  the  general  results  obtained.  The  growth 
of  confidence  dependent  on  the  more  favourable  course 
observed  in  wound  treatment,  however,  is  well  illustrated 
in  the  greater  promptitude  with  which  ligature  of  the  vessel 
was  decided  on  in  the  later  cases  of  the  series,  and  the 
comparative  infrequency  with  which  methods  of  compression 
were  resorted  to. 

The  comparative  rarity  of  the  disease  accounts  for  the 
small  number  of  cases  which  we  have  to  deal  v^ith,  popliteal 
aneurism  alone  offering  sufficient  material  for  any  general 
deductions  ;  but  it  is  thought  that  the  collation  may  never- 
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theless  be  useful  to  future  authors  who  may  be  in  a  position 
to  add  further  cases,  and  may  form  a  basis  for  a  fresh 
series  of  modern  statistics  to  stand  side  by  side  with  the 
large  collections  of  older  cases  made  by  Erichsen,  Holmes, 
Rabe,  and  others. 

The   table  includes    fifty-seven    aneurisms  distributed  as 
follows  : 


Uiipcr  extremity — 

Subclavian  . 

3 

Axillary 

6 

Bracliial 

2 

Radial 

5 

Ulnar 

1 

Superficial  palmar  arch 

2 

19 

Lower  extremity — 

Iliac 

1 

Ilio-femoral 

3 

Common  femoral     . 

2 

Superficial  femoral 

4 

Popliteal      . 

28 

38  =  57 

The  great  majority  were  of  the  ordinary  spontaneous 
variety  and  sacculated  ;  the  exceptions  are  nine  ti'aumatic 
aneurisms  (one  popliteal,  four  radial,  one  ulnar,  two  super- 
ficial palmar  arch,  and  one  artei'io-venous  aneurism  of  the 
radial),  one  case  of  acute  embolic  aneurism  of  the  brachial 
(No.  11),  developing  during  a  fatal  attack  of  acute  ulcerative 
endocarditis,  and  one  case  of  ilio-femoral  aneurism  (22),  also 
probably  acutely  embolic  in  origin,  following  parturition. 

Of  the  whole  number  of  aneurisms,  fifty  occurred  in 
males,  seven  in  females  (one  of  these  being  subclavian,  one 
axillary,  one  brachial,  one  ilio-femoral,  one  popliteal,  and 
two  traumatic  of  the  forearm). 

Short  details  concerning  each  of  the  cases  will  be  found 
in  the  accompanying  table,^  and  hence  it  is  only  necessary 
to  summarise  briefly  a  few  points  in  each  class,  prior  to 
making  some  general  remarks  on  the  methods  of  treatment 
employed  and  their  results. 

The  three  subclavian  aneurisms  have  been  included 
1  Table  I,  p.  222. 
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merely  to  mark  the  iucideutal  average,  but  as  tliey  were  not 
subjected  to  any  active  treatment  they  call  for  no  further 
remark. 

The  five  axillary  aneurisms  were  all  spontaneous  in  origin  ; 
four  occurred  in  males,  one  in  a  female.  One  (4)  was  treated 
unsuccessfully  by  various  compression  methods ;  one  (5)  was 
treated  by  digital  compression  unsuccessfully,  and  then  by 
ligation  of  the  axillary  artery  above  and  below  the  sac. 
The  latter  procedure  cured  the  aneurism,  but  the  man 
returned  five  years  later  with  a  fresh  aneurism  at  a  lower 
spot,  for  which  treatment  was  refused  by  the  patient.  The 
other  three  (6,  7,  9)  were  successfully  treated  by  ligation  of 
the  third  part  of  the  subclavian  artery. 

Of  the  two  brachial  aneurisms,  one  (10)  was  successfully 
treated  by  compression  combined  with  galvano-puncture, 
and  one  (11)  was  a  case  unfit  for  treatment.  One  occurred 
in  a  male,  one  in  a  female. 

Of  the  eight  aneurisms  of  the  arteries  of  the  forearm  and 
hand,  all  were  traumatic  and  consecutive  to  wounds  either 
by  knives  or  glass ;  six  occurred  in  males,  two  in  females. 
One  (15)  was  unsuccessfully  treated  by  digital  compression  ; 
this  was  later  treated  by  double  ligature  and  excision  of  the 
sac,  as  were  two  others  (16,  17).  Four  (12,  13,  18,  19) 
were  treated  by  proximal  and  distal  ligature  combined  with 
excision  and  turning  out  of  the  clot.  The  case  of  arterio- 
venous aneurism  (14),  after  an  unsuccessful  trial  of  compres- 
sion, was  treated  by  incision  and  ligature  of  brachial,  ulnar, 
and  radial  arteries,  as  well  as  of  some  veins. 

Of  the  inguinal  aneurisms,  one  (20)  was  iliac,  three 
(21,  22,  23)  w^ere  ilio-femoral.  Three  occurred  in  males, 
one  in  a  female.  All  were  treated  by  ligature  of  the 
external  iliac  artery.  Only  one  case  was  cured  (20).  One 
died  of  sepsis  (21)  ;  one  was  discharged  with  recurrent  pul- 
sation (23)  ;  and  one,  the  female  case,  an  acute  embolic 
aneurism,  was  already  suffering  with  gangrene  of  the  foot 
and  albuminuria  when  admitted.  Ligature  of  the  external 
iliac  was  performed  at  the  same  time  as  an  amputation  of 
the  thigh,  and  she  died  of  exhaustion  (22).  This  series  is 
the  worst  of  the  whole. 

Of  the  femoral   aneurisms    two  were    situated  upon  the 
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common  femoral,  four  upon  the  superficial  femoral ;  all  six 
occurred  in  males.  In  all  compression  methods  were  tried, 
in  three  successfully,  in  three  unsuccessfully,  but  the  latter 
were  subsequently  cured  by  ligation  of  the  external  iliac 
artery  in  one  case,  and  by  ligature  of  the  superficial  femoral 
in  the  other  two.  In  one  case  (27)  an  aneurism  in  Hunter's 
canal  was  cured  by  digital  compression,  and  was  shortly 
followed  by  a  fresh  aneurism  at  a  slightly  higher  level ; 
this  was  successfully  treated  by  ligature  of  the  superficial 
femoral  after  an  abortive  attempt  by  digital  compression  (28). 

Of  the  popliteal  aneurisms  twenty-seven  were  spontaneous, 
one  traumatic.  One  occurred  in  a  female.  The  average  age 
of  twenty-six  of  the  cases  was  remarkably  even,  amounting 
to  thirty-five  years ;  in  two  cases  the  age  was  unrecorded. 

Twenty-six  cases  (92'85  per  cent.)  were  cured,  and  two 
(7*  14  per  cent.)  died. 

Six  cases  were  treated  by  digital  compression  alone,  and 
of  these  four  were  cured  and  two  died.  Seven  by  Esmarch's 
bandage,  five  were  cured.  Six  by  ligation  alone,  all  were 
cured.  In  five  ligature  cured  the  cases  after  failure  of  digital 
compression.  One  case  was  cured  by  ligature  after  failure 
of  digital  compression  and  Esmarch's  bandage.  In  one  case 
digital  compression  was  combined  with  galvano-puncture 
successfully  (46),  and  one  case  was  cured  by  flexion,  and  a 
pad  applied  locally. 

In  twenty-six  of  the  cases  treated  by  various  methods 
the  average  duration  of  stay  in  the  hospital  amounted  to 
66*9  days. 

Treatment. — As  will  be  seen  on  examination  of  the  table, 
digital  compression  and  ligature  have  been  the  methods  of 
treatment  most  frequently  employed,  although  Esmarch's 
bandage  claimed  a  fair  number  of  cases  during  the  years 
1875-1882,  inclusive. 

We  shall  now  shortly  note  the  results  obtained  by  each 
method. 

Digital  Compression} — In  reviewing  the  cases  it  is  a  little 
difficult  to  definitely  determine  what  were  the  precise  indica- 
tions for  choosing  this  method.  Broadly  speaking,  however, 
it  may  be  said  that  the  cases  selected  for  it  have  been  on 
t  Table  III,  p.  238. 
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the  one  hand  extremely  favorable  ones  for  treatment  of 
any  kind^  on  the  other  patients  in  whom  the  presence  of 
severe  cardiac  trouble  or  other  visceral  disease  made  the 
surgeon  anxious  to  avoid  any  serious  operation  of  an  active 
kind.  The  latter  fact  probably  goes  far  to  explain  the 
fatalities  which  occurred. 

The  method  was  adopted  in  twenty  cases  in  all.  In  six 
of  these  (30  per  cent)  it  succeeded^  in  twelve  (60  per  cent.) 
it  failed  to  cure  the  aneurism  (in  eleven  of  these,  however, 
success  was  ultimately  obtained  by  other  means),  and  in  two 
(10  per  cent.)  it  was  followed  by  death.  If  we  add  the 
two  deaths  to  the  failures,  we  have  a  total  of  fourteen 
(70  per  cent.)  failures  and  six  cures  (30  per  cent.). 

All  the  six  cases  in  which  a  cure  was  obtained  were 
aneurisms  of  the  lower  extremity,  two  of  the  superficial 
femoral  (Nos.  26,  27),  four  of  the  popliteal  (Nos.  30,  39, 
44,  54).  In  all  the  common  femoral  was  the  artery  com- 
pressed. 

In  nine  other  cases  in  which  this  vessel  was  compressed, 
two  femoral  aneurisms  (Nos.  25,  28)  and  nine  popliteal 
aneurisms  (Nos.  37,  41,  45,  46,  47,  48,  55),  failure  resulted, 
eight  being  eventually  cured  by  ligature,  and  one  by  galvano- 
puncture. 

Death  occurred  in  two  cases  as  a  result  of  gangrene  of 
the  limb  (Nos.  42,  43). 

The  percentage  result  of  compression  of  the  common 
femoral  artery  therefore  is  as  follows  : 

Cures        .....  6     =     35'2  % 

Failures 9     =      52-9% 

Deaths 2     =     11-7% 

17 
Or  success  35-29  % ;  failure  64-7  %  . 

It  may  be  noted  as  evidence  of  the  thoroughness  of  the 
trial  of  this  method  that  in  sixteen  of  the  cases  in  which 
it  was  tried  the  compression  was  maintained  for  very  con- 
siderable periods,  either  continuously  or  at  intervals,  the 
average  duration  in  the  successful  cases  being  22  hours  8 
minutes,  in  the  unsuccessful  15|  hours,  or  adding  the  two 
sets  together,  18|  hours.  The  extremes,  however,  vary 
from  4  hours  to  76.      Eefereuce  to  the  table  shows   that  in 
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both  the  fatal  cases  (42^  43)  the  patients  were  subjects  of 
advanced  visceral  disease,  in  both  the  aneurisms  solidified, 
in  both  gangrene  occurred,  and  both  were  subjected  to  sub- 
sequent amputation.  In  one  the  cause  of  death  is  given 
as  sepsis,  in  the  other  as  exhaustion.  In  both  the  gangrene 
may  have  been  the  result  of  pressure  upon  the  vein  during 
the  carrying  out  of  the  treatment. 

In  two  cases  the  pressure  of  the  fingers  gave  rise  to  local 
gangrene  of  the  skin  ;  in  one  this  was  of  little  importance, 
as  the  aneurism  was  cured,  but  in  the  other  (28)  the  result- 
ing sore  was  probably  the  cause  of  suppuration  in  the  wound 
subsequently  made  to  ligate  the  artery  below.  This,  how- 
ever, is  the  only  instance  in  which  treatment  by  digital 
compression  is  shown  to  have  unfavorably  influenced  other 
subsequent  methods. 

Pressure  on  the  third  part  of  the  subclavian  artery  for 
axillary  aneurism  was  tried  twice  (Nos.  4,  5),  in  both  cases 
unsuccessfully ;  one  case  (5)  was  subsequently  cured  by 
ligature. 

Esmarch's  Bandage} — The  plan  adopted  was  to  bandage 
the  limb  up  to  the  level  of  the  aneurism,  if  possible  lightly 
over  the  tumour,  and  then  to  apply  the  tourniquet  above, 
leaving  the  sac  distended  with  stagnant  blood.  The  bandage 
was  left  undisturbed  for  about  one  hour,  was  then  removed, 
and  the  blood-cui'rent  in  the  limb  controlled  for  a  further 
period  by  either  digital  or  instrumental  pressure. 

The  method  was  employed  in  twelve  cases,  eight  times 
with  success  {66'Q6  per  cent.),  four  times  unsuccessfully 
(33'33  per  cent.).  No  immediate  ill  result  occurred  in  any 
case,  and  the  four  cases  in  which  it  failed  were  afterwards 
cured  by  other  methods. 

The  successes  were  again  met  with  in  the  lower  extremity, 
seven  were  cases  of  popliteal  aneurism  (31,  32,  33,  34,  36, 
37,  40),  one  of  femoral  aneurism  (29). 

The  failures  were  one  brachial  aneurism  (10),  an  arterio- 
venous aneurism  of  the  radial  (14),  one  femoral  aneurism 
(24),  and  one  popliteal  (51).  These  were  all  subsequently 
cured,  the  brachial  aneurism  by  galvano-puncturc,  the  others 
by  ligature  of  the  afferent  artery. 

1  See  Table  III,  p.  238. 
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As  far  as  these  results  go  the  method  was  fairly  success- 
ful, for  although  not  coming  out  so  well  as  ligature,  no 
immediate  harm  was  caused,  and  no  unfavorable  influence 
was  apparent  on  the  treatment  subsequently  adopted.  In 
three  cases,  however  (29,  31,  33),  the  patients  died  shortly 
after  from  the  rupture  of  thoracic  aneurisms,  and  the  belief 
gained  ground  that  this  might  be  due  to  the  unusual  strain 
exerted  on  the  vascular  system,  by  the  driving  into  the  rest 
of  the  vessels  the  whole  of  the  blood  naturally  located  in  the 
affected  limb.  This  opinion,  taken  together  with  the  imme- 
diate ill  results  experienced  by  other  surgeons,  has  led  to  the 
practical  abandonment  of  the  elastic  bandage  of  late  years. 

Ligature} — Ligature  as  the  sole  method  of  treatment  was 
adopted  in  eleven  cases. 

Third  part  of  subclavian  for  axillary  aneurism,  three,  all 
successful  (6,  7,  9). 

External  iliac,  for  iliac  and  ilio-femoral  aneurism,  three  ; 
of  these  one  (20),  resulted  in  cure,  one  (21)  died,  and  one 
failed  to  cure  the  aneurism  (23). 

Femoral  at  apex  of  Scarpa's  triangle  for  popliteal  aneurism, 
five  (38,  49,  50,  52,  57).      All  successful. 

Ligature  after  failure  of  digital  compression,  nine  cases. 

Axillary  above  and  below  sac  of  axillary  aneurism,  one, 
successful  (5). 

External  iliac,  one  for  femoral  aneurism  (25),  successful. 

Femoral  at  apex  of  Scarpa's  triangle,  seven,  once  for 
femoral  aneurism  (28),  six  times  for  popliteal  aneurism 
(37,  45,  47,  48,  51,  55),  all  successful. 

Ligature  after  failure  of  Esmarch's  bandage  : — 

Brachial,  radial  and  ulnar,  one  for  arterio-venous  aneu- 
rism of  radial  (14),  successful. 

External  iliac,  one  for  aneurism  of  common  femoral  (24), 
successful. 

Femoral  at  apex  of  Scarpa's  triangle,  one,  for  popliteal 
aneurism  (49),  successful. 

Ligature  of  proximal  and  distal  ends  after  incision  of  sac 
in  traumatic  aneurisms  : — 

Radial,  two  (12,  13),  both  successful. 

Superficial  palmar  arch,  two  (18,  19),  both  successful. 
'  See  Table  II,  p.  235. 
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Popliteal  (53)  one,  successful,  with  excision  of  sac. 

Radial,  one  (16),  successful. 

Ulnar,  one  (17),  successful. 

Of  the  whole  number  we  find  the  Hunterian  method  was 
adopted  in  twenty-two,  with  one  failure  and  one  death  ; 
and  double  ligature  with  incision  or  excision  of  sac  in  seven 
cases,  all  successfully.  In  one  case  of  axillary  aneurism 
the  vessel  was  ligatured  on  either  side  of  the  sac,  the  latter 
being  untouched. 

Thirty-two  Cases  of  Ligatiire. 


C. 

F. 

D. 

Subclavian     .         ,         .         .         . 

3 

3 

Axillary 

1 

1 

Brachial,  radial,  and  ulnar     . 

1 

1 

Ulnar    ...... 

1 

1 

Superficial  palmar  arch . 

2 

2 

Radial 

4 

4 

External  iliac         .         .         .         . 

6 

3 

1 

2 

Femoral         .        .         .         .         . 

13 

13 

Popliteal 

1 

1 

Total         .         .        .         . 

32 

29 

1 

2 

90-62  %         3-12  %       6-25  % 
Or  subtracting  Case  22,  93*54  %  ,  3-54  %  ,  3"22  %  ,  in  which  amputation  was 
simultaneous. 

The  nature  of  the  ligature  employed  is  recorded  in 
twenty-three  cases  : — 

Silk 11 

Catgut  .....  7 

Kangaroo  tendon        ....  5 

The  results  do  not  seem  to  have  been  in  any  way 
influenced  by  this  point.  It  is  noteworthy,  however,  in 
Case  21,  in  which  kangaroo  tendon  was  used,  that  no  trace 
of  the  ligature  was  found  at  the  post-mortem  examination 
made  some  thirty  days  later  ;  while  in  Case  22  a  catgut 
ligature  was  found  lying  loose  in  a  cavity  of  pus  forty  days 
after  ligature,  the  vessel  being  completely  obliterated.  One 
catgut  ligature  (28)  came  away  during  suppuration  of  the 
wound  without  ill  effect.  In  the  large  majority  of  the 
cases  the  knot  used  was  of  the  reef  variety. 
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In  five  cases  (47^  49,  51,  55,  57)  tlie  ligature  was  so 
applied  as  to  leave  the  middle  and  internal  coat  intact ;  in 
one  recurrent  pulsation  occurred,  and  tliis  was  treated  by 
reopening  the  wound,  doubly  ligaturing  the  artery,  and  ex- 
cision of  the  original  ligature  (51). 

In  Case  48  the  vessel  was  divided  between  two  ligatures. 

The  prior  employment  of  Esmarch's  bandage  or  of  digital 
compression  seems  in  no  case  to  have  had  any  unfavorable 
influence  on  the  later  treatment  by  ligature. 

One  case  was  treated  by  flexion  with  a  pad  (56)  ;  in  this 
the  sac  was  subsequently  opened,  and  the  clot  turned  out. 

The  results  as  they  stand  uphold  the  treatment  by  ligation. 
The  percentage  of  success  here  reaches  the  high  figure  of 
93'54,  and  in  no  case  did  either  secondary  htemorrhage  or 
gangrene  follow  its  application. 

Details  of  the  cases  treated  by  galvano-puncture  will  be 
found  in  the  '  British  Medical  Journal/  vol.  i,  1879, 
p.  509. 

On  massing  the  whole  number  of  cases  the  results  come 
out  as  follows  : — 

Cured 46     =     80-07% 

Relieved          ....  2=3-7% 

Died 4=7-4% 

Untreated        ....  5     =       9-25  % 

57 
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Notes. 

Aneurism  shrank  stea- 
dily; no  pulsation,  but 
fluid  contents.    Deatli 
occurred  subsequently 
from  rupture  of  aortic 
aneurism.  '  Brit.  Med. 
Jouru.,'   1880,  vol.  i, 
p.  441. 

On  discharge  aneurism 
much  smaller,  quite 
hard,  with  a  large  an- 
astomotic vessel  cross- 
ing it. 

Pulsation  ceased  2  hours 
after  commencement 
of  treatment.  Tumour 
hard  and  much  smaller 
when  patient  was  dis- 
charged. Subsequent 
death  from  rupture  of 
small  aortic  aneurism. 
'  Lancet,' 1876,  vol.  ii, 
p.  46. 

Sac  not  much  dimin- 
ished in  size,  but  quite 
solid  when  patient  was 
discharged,  '  Brit. 
Med.  Jouru.,'  Oct.  20, 
1877,  vol.  ii,  p.  562. 
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Treatment. 

Esmarch's  bandage  ap- 
plied as  high  as  tumour 
for  1  hour;  tourniquet 
to   artery  at   brim   of 
pelvis  for  a  few  hours; 
no  change.  Same  treat- 
ment repeated;  tourni- 
quet retained  i)  hours; 
aneurism    then    solid, 
but    digital   compres- 
sion was  continued  for 
26  hours  more 

Digital  compression  for 
76   hours.      Cured  in 
60  hours 

Esmarch's  bandage  55 
minutes  ;     tourniquet 
full        pressure        1^ 
hours,  light  pressure 
OJ  hours 

Esmarch's  bandage  55 
minutes ;     tourniquet 
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SULPHONAL    AND    H^MATOPORPHY- 
RINUMA. 


By  R.  PERCY  SMITH,  M.D.,  P.E.C.P., 

RESIDENT  PHYSICIAN   TO    BETHLEII    EOYAL    HOSPITAX. 


The  occurrence  of  hsematoporphyrin  in  the  urine  of 
patients  who  have  been  taking  sulphonal  has  of  late  been 
reported  by  several  observers  abroad^  and  by  Garrod  in  this 
country,  the  cases  in  which  it  was  found  by  the  latter 
observer  being  those  of  patients  under  treatment  in  Bethlem 
Hospital,  whose  urine  he  examined  for  the  purpose  of  ascer- 
taining to  what  extent  that  body  can  be  proved  to  exist  in 
the  urine  of  patients  taking  this  drug. 

The  three  cases  which  I  have  grouped  together  in  this 
paper  seem  to  me  to  be  of  sufficient  interest  to  publish,  as 
the  symptoms  associated  with  the  presence  of  hsematopor- 
phyrin in  the  urine  were  of  sufficient  intensity  to  give  rise 
to  anxiety  as  to  the  patients'  state.  One  patient  died, 
though  this  would  probably  have  occurred  in  her  case  under 
any  form  of  treatment.  I  am  not  aware  whether  similar 
symptoms  have  been  observed  by  those  engaged  in  the 
treatment  of  patients  mentally  diseased  in  this  country. 

Case  1. — M.  H.  M — ,  female,  set.  58,  single,  admitted 
to  Bethlem  Hospital,  February  15,  1892.  A  maternal  aunt 
had  died  of  "  softening  of  the  brain,"  and  a  brother  was 
said  to  be  incompetent  for  business  and  to  be  subject  to 
asthma. 
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She  had  always  been  subject  to  bad  headaches,  and  had 
been  subject  to  periods  of  elation  and  depression,  though 
never  to  an  extent  to  be  considered  abnormal ;  the  catamenia 
had  ceased  for  eight  years,  and  there  was  no  definite  cause 
to  account  immediately  for  her  breaking  down  mentally. 
Three  months  before  admission  she  had  been  noticed  to  lose 
interest  in  her  surroundings  and  to  be  "  nervous."  She 
then  became  gradually  more  depressed,  believing  that  she 
had  committed  an  unpardonable  sin,  that  she  was  tempted 
by  Satan,  and  that  there  was  no  room  in  her  abdomen  for 
food.  On  admission  she  was  found  to  be  suffering  from 
melancholia,  with  a  great  deal  of  agitation,  and  with  well- 
marked  delusions  as  to  the  state  of  her  viscera.  She  be- 
lieved her  bowels  were  so  obstructed  that  she  could  not 
take  food  in  consequence,  but  although  she  was  undoubtedly 
constipated,  the  bowels  acted  after  medicine,  and  there  was 
no  physical  sign  of  any  visceral  disease.  She  always,  how- 
ever, complained  of  general  abdominal  pain.  She  remained 
for  a  time  in  this  state,  having  to  be  fed  with  the  nasal 
tube,  against  which  she  offered  the  most  strenuous  resist- 
ance, moaning  and  crying  all  day  about  the  state  of  her 
abdomen.  From  March  1st  to  March  30th,  she  took  paral- 
dehyde at  night,  but  as  there  was  no  improvement  in  her 
condition,  and  she  seemed  to  be  wearing  herself  out  with 
agitation,  restlessness,  and  deficient  sleep,  sulphonal  was 
given  in  nightly  doses  of  gr.  30  from  the  last-mentioned 
date.  This  was  continued  for  a  month,  with  only  slight 
improvement  in  her  condition  as  regards  sleep,  and  with  no 
improvement  whatever  in  her  general  conduct,  there  being 
the  same  persistent  refusal  of  food,  and  necessity  for  artifi- 
cial feeding,  and  the  same  delusions  as  to  her  bodily  health 
as  before.  During  the  last  week  of  April  it  was  noticed 
that  she  was  sick  on  several  occasions  after  feeding  with 
the  soft  oesophageal  tube,  but  no  great  importance  was  at 
first  attached  to  this.  At  the  same  time  she  had  some 
diarrhoea,  which  was  thought  possibly  to  be  due  to  the  fluid 
diet,  which  contained  eggs.  On  April  29th  it  was  noticed 
that  her  urine  (which  on  admission  was  of  sp.  gr.  1035,  and 
showed  a  trace  of  albumen)  was  dark  red  in  colour,  and 
somewhat   resembled  port  wine  in  appearance.      The  sp.  gr. 
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was  1017,  it  was  acid,  contained  no  albumen,  no  bile  or 
blood,  and  no  deposit  of  any  kind.  The  nature  of  the  pig- 
ment was  unknown  to  me,  but  it  was  suggested  by  Drs. 
Durham  and  Bedford  Pierce,  who  were  at  that  time  Clinical 
Assistants  at  Bethlem,  that  possibly  we  had  to  do  with 
haematoporphyrin.  A  sample  of  the  urine  was  sent  to  Dr. 
C.  A,  MacMunn,  who  reported  that  undoubtedly  the  urine 
in  this  case  owed  its  colour  to  haematoporphyrin  and  patho- 
logical urobilin,  and  suggested  that  probably  this  was  due 
to  sulphonal.  The  patient  had  an  increase  of  the  abdominal 
pain  and  discomfort  she  had  always  suffered  from  since 
admission,  but  no  physical  signs  of  any  coarse  disease  could 
be  made  out.  Her  mental  condition,  however,  rendered 
any  examination  very  difficult.  The  administration  of  sul- 
phonal was  discontinued,  and  morphia  hypodermically  was 
substituted.  The  diarrhoea  ceased,  but  there  was  no  improve- 
ment in  other  respects.  The  bowels  again  became  confined, 
and  had  to  be  moved  by  enemata ;  pain  in  the  abdomen  and 
sickness  continued  in  spite  of  feeding  by  nutrient  supposi- 
tories and  entire  rest  to  the  stomach,  and  the  pulse  became 
very  feeble.  The  urine  continued  to  show  the  same  dark 
colour  till  death,  which  occurred  on  May  11th,  after  a  return 
of  diarrhoea.  The  haemacytometer  showed  4,600,000  cor- 
puscles per  c.mm.  Estimation  of  heemoglobin  did  not  show 
any  deviation  from  the  normal.  Post  mortem  there  was 
found  to  be  old  adhesion  of  the  great  omentum  to  the  caecum, 
and  to  the  abdominal  wall  in  the  right  inguinal  region. 
The  stomach  was  somewhat  contracted  and  hour-glass 
shaped,  and  the  small  intestine  was  contracted  and  empty 
but  not  constricted.  Both  in  the  stomach  and  intestine 
there  was  much  post  mortem  staining  and  injection  of 
vessels,  and  in  the  ileum  there  were  one  or  two  patches  of 
submucous  haemorrhage. 

Case  2. — M.  E.  B — ,  aet.  55,  female,  admitted  to  Bethlem 
Hospital,  September  10th,  1892.  She  had  had  one  previous 
attack  of  insanity  twenty  years  before,  and  her  daughter 
had  suffered  from  an  attack  in  1891,  from  which  she 
recovered  in  Bethlem  Hospital.  Anxiety  about  her  daughter's 
illness  and  pecuniary  troubles  appeared  to  be  the  immediate 
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forerunners  of  the  present  attack.  She  had  been  suffering 
from  mental  depression  for  about  a  month  before  admission, 
believing  it  to  be  her  duty  to  do  penance  for  her  sins,  and 
refusing  food  in  consequence,  and  at  the  same  time  losing 
proper  consciousness  of  the  external  world,  which  she  be- 
lieved to  be  altered,  all  her  relatives  appearing  to  be  changed 
and  unreal. 

On  admission  she  was  found  to  be  in  the  same  state,  and 
needed  artificial  feeding.  There  was  much  resistance  to 
feeding  and  to  all  necessary  attentions  on  the  part  of  the 
nurses,  and  gradual  loss  of  flesh  took  place.  Early  in 
October  she  made  a  serious,  but  ineffectual,  attempt  to  in- 
jure her  eye  in  response  to  what  she  thought  was  the  will  of 
God,  and  there  was  increased  resistance  and  trouble  in 
managing  her.  At  the  end  of  October  (28th)  sulphonal  was 
ordered  to  be  given  every  night  in  doses  of  gr.  30.  She  took 
this  regularly  till  December  5th,  with  great  improvement  in 
the  matter  of  sleep,  and  with  much  less  resistance  to  feeding, 
though  she  would  not  take  food  voluntarily.  It  was  then 
noted  that  she  vomited  after  feeding,  and  complained  of 
abdominal  pain,  and  at  the  same  time  there  was  constipation. 
On  December  8th  she  still  had  severe  abdominal  pain, 
mainly  in  the  epigastric  region  ;  the  vomiting  had  ceased, 
but  she  was  being  fed  entirely  by  nutrient  suppositories, 
and  on  this  day  the  urine  was  noticed  to  be  dark  in  colour. 
On  December  11th  she  was  better;  there  was  no  vomiting, 
the  pain,  which  had  been  relieved  by  morphia  injections, 
seemed  to  be  less,  and  she  was  able  to  take  jelly  without 
increase  of  pain  and  without  vomiting.  The  urine  still  was 
of  a  dark  red  colour.  She  now  seemed  quite  rational, 
recognised  the  absurdity  of  her  former  delusions,  and  was 
anxious  to  take  food  by  the  mouth.  Beyond  the  slight 
return  of  the  pain  at  the  end  of  December  there  were  no 
further  unpleasant  symptoms,  the  urine,  however,  still  con- 
tinued to  be  dark  and  reddish  in  colour  for  a  fortnight, 
gradually  resuming  its  normal  appearance.  Unfortunately 
the  mental  improvement  was  not  maintained,  and  at  the 
present  time  she  is  as  bad  as  when  she  was  first  admitted. 

The    urine  was   sent  to  Dr.   MacMunn,   who    made   the 
following  report : — 
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"  The  urine  is  of  a  deep  brown  red  colour.  Sp.  gr.  1019. 
Reaction  acid.  Contains  no  blood  or  bile  pigment  as  such. 
No  detectable  proteid. 

"  Spectrum.  It  gave  the  spectrum  of  neutral  heemato- 
porphyrin,  the  band  in  red  being  uncertain^  those  in  green 
distinct.      There  was  also  a  dark  band  at  F. 

'^  The  hgematoporphyrin  was  precipitated  out  by  Sal- 
kowski's  method,  and  an  attempt  to  get  it  out  by  A.  E. 
Garrod's  method  failed.  This  htematoporphyrin  was  then 
got  into  solution  by  decomposing  the  barium  precipitate  by 
alcohol  acidulated  with  sulphuric  acid,  and  filtering.  The 
red  filtrate  gave  the  spectrum  of  acid  hsmatoporphyrin, 
while  there  was  also  a  broad  band  broader  than  that  of 
urobilin  at  F.  This  filtrate  was  then  agitated  with  chloro- 
form,  which  remained,  however,  quite  colourless  ;  agitation 
also  with  ether  failed  to  extract  the  pigment.  Amyl 
alcohol,  however,  extracted  a  little.  By  no  treatment  could 
this  hgematoporphyrin  be  obtained  pure,  nor  could  its 
spectrum  be  got  free  from  the  band  at  F. 

"  The  filtrate  from  the  barium  precipitate  was  of  an 
orange  colour  and  gave  only  the  spectrum  of  pathological 
urobilin.  It  was  precipitated  by  neutral  and  basic 
acetate  of  lead  and  filtered  ;  this  filtrate  was  colourless. 
This  colourless  filtrate  became  red  on  trying  Jaffy's  test, 
but  the  red  pigment  could  not  be  extracted  with  ether 
or  chloroform. 

"  The  lead  precipitate  was  decomposed  with  alcohol  and 
sulphuric  acid  and  filtered  ;  the  filtrate  showed  only  the 
spectrum  of  pathological  urobilin,  and  on  evaporation  left 
it  as  a  reddish  brown  amorphous  mass.  This  was  only 
partially  taken  up  by  chloroform,  the  portion  insoluble  in 
chloroform  being  taken  up  by  alcohol.  These  solutions, 
viz.  the  chloroform  and  the  alcohol  solutions,  although 
giving  the  same  spectrum,  yet  on  further  testing  with 
ammonia  and  zinc  chloride,  behaved  slightly  differently, 
so  that  there  were  really  two  urobilins  or  urobilin-like 
pigments  present.  Both,  however,  showed  spectra,  proving 
that  they  are  derived  from  haematin  or  hgematoporphyrin. 
Evidence  of  the  presence  of  a  chromogen  which  gradually 
changed  to  hgematoporphyrin  was  also   obtained.      Hence  in 
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this  urine  there  were :  (1)  Haematoporphyrin  slightly 
different  from  the  ordinary  kind ;  (2)  two  urobilins  or 
urobilin-like  bodies  ;  (3)  a  chromogen  changing  into  hsGma- 
toporphyrin ;  and  (4)  a  chromogen  reddening  with  Jaffy's 
test,  similar  to  that  found  by  Hammarsten.  There  were 
also  other  pigments  present,  whose  nature  could  not  be 
determined." 

Case  3. — E.  L.  S — ,  female,  single,  get.  36,  admitted  to 
Bethlem  Hospital  on  July  26th,  1892.  There  was  no 
history  of  insane  or  neurotic  inheritance.  Her  breakdown 
was  attributed  to  overwork  and  worry  in  connection  with 
a  business  she  had  started,  the  early  symptoms  being  sleep- 
lessness, depression,  and  dislike  to  her  relatives,  the 
attack  developing  into  a  well-marked  condition  of  melan- 
cholia, with  the  feeling  that  she  ought  to  be  punished  for 
great  wickedness,  that  her  soul  was  lost,  that  mesmerists 
had  power  over  her,  and  culminating  in  a  condition  of  great 
restlessness  and  agitation  with  a  desire  to  injure  her  father, 
or  else  to  escape  from  him  by  injuring  herself.  This  was 
her  condition  on  admission,  and  soon  she  had  to  be  fed 
artificially,  in  consequence  of  her  suspicion  of  everything 
that  was  done  for  her,  and  she  offered  great  resistance  to 
washing  and  dressing.  In  consequence  of  sleeplessness, 
sulphonal  was  at  first  given  on  August  1st,  and  continued 
from  then  till  September  6th,  in  doses  of  gr.  30,  at 
first  on  alternate  nights,  and  then,  as  the  sleep  was  very 
deficient,  every  night.  From  September  6th  to  September 
13th  the  drug  was  omitted,  as  the  sleep  had  much  improved 
and  she  was  less  restless  and  much  more  manageable. 
From  September  3rd  to  6th  there  was  slight  diarrhoea.  On 
September  13th,  as  the  sleep  had  gradually  diminished  from 
seven  hours  a  night  to  none,  and  she  was  as  restless  as  before, 
the  drug  was  resumed.  During  October,  November,  and 
December  sleep  was  very  variable,  sometimes  being  absent 
and  at  other  times  only  two  or  three  hours  in  the  night, 
though  occasionally  as  much  as  six  or  seven  hours.  The 
administration  of  sulphonal  was  continued  with  occasional 
intermissions  when  the  sleep  improved,  and  without  any 
evidence  of  its  producing  any  bad  effect.  It  was  omitted 
from  January  15th  to  the   24th  and    then  resumed,  as  sleep 
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It  was  noted    that   she    was    gradually  improving,  and 
taking  more  interest,  and  losing  hallucinations.      There  was 
still,  however,  resistance  to  food,  but  no  disturbance  of  the 
gastro-intestinal    tract,    and    no   staggering  gait    appeared. 
Sulphonal  was   continued   nightly  till  March  5th,  and  was 
then   stopped.      No    bad    symptoms     had   appeared.       The 
amount  of  sleep   had   been   four,  five,  or  six  hours  a  night. 
After  the  omission  of  the  drug  her  condition  remained  about 
the  same  till  the  night  of  March  9th,  when  she   was   sick 
twice.      She  then  had  pain  in  the  epigastrium,  not  increased 
by  pressure.      During  the   next  few  days  vomiting  occurred 
at  intervals,  and  took  place  not  only  after  food,  but  at  other 
times,   and   there   was   a  good   deal  of  epigastric  pain   and 
prostration.      Constipation     was     present.      The    symptoms 
were  not  relieved  by   opium,  and  small   quantities  of   iced 
milk  and  soda  and  brandy  were  not  retained.       Resort  was 
had   to   nutrient   suppositories,    and  nothing  given    by    the 
mouth  ;   but    there  was  still  vomiting  from  time  to  time  of 
mucus  and  bile,    but    no  blood,  and  there  was  copious  sali- 
vation.     The  temperature  for  a  few  days  was  slightly  raised, 
and  was  generally  about  100°  in  the  evening.    The  symptoms 
were   relieved  by    poultices  to  the   abdomen,    and   morphia 
hypodermically,  and  in  a  week  from  the  onset  she  was  much 
better,  and  asking  for  food  by  the  mouth.     On  March   lltli 
(two  days  after  the  onset  of  the  symptoms)  it  was  noted  that 
the   urine    presented    the   same    appearance    as   in    the  two 
former    cases,  and   its    quantity  for  the    twenty-four  hours 
became  reduced  to  twenty  ounces.      The  occurrence  of  men- 
struation, however,  interfered  with  any  further  examination. 
The  urine  continued  to  be  dark  in  colour  for  a  fortnight  from 
the    onset    of   symptoms,    and    then  gradually    resumed   its 
normal  appearance.      Three  examinations  of  the  blood  with 
the    haemaeytometer   and    hgemoglobinometer   gave  varying 
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results,  the  mean,  however,  showing  some  deficiency  both  of 
corpuscles  and  haBraoglobin.  During  the  presence  of  the  acute 
symptoms  the  mental  state  improved  very  considerably,  and 
she  became  quiet  and  rational.  She  has  remained,  on 
the  whole,  better  than  before  the  occurrence,  but  is  not  yet 
well  mentally. 

The  presence  of  hsematoporphyrin  in  the  urine  was  first 
described  by  MacMunn  in  the  case  of  a  patient  suffering 
from  acute  rheumatism.  Since  then  it  has  been  found 
present  in  the  urine  in  association  with  a  large  number  of 
different  diseases,  and  of  200  cases  examined  by  Garrod 
{'  Journal  of  Pathology  and  Bacteriology,^  vol.  i.  No.  2, 
October,  1892),  in  only  fifty-two  was  no  hsBmatoporphyrin 
found.  The  last  observer  also  found  it  present  in  minute 
quantities  in  the  urine  of  healthy  persons.  Salkowski 
('Centralblatt  fur  med.  Wiss./  1891,  No.  8,  p.  129)  described 
three  cases  in  women,  one  of  which  ended  fatally,  which  he 
supposed  to  be  due  to  the  administration  of  sulphonal,  the 
symptoms  being,  in  his  opinion,  due  to  individual  idiosyn- 
crasy. He  quoted  a  fatal  case  described  by  Stokvis,  also 
occurring  in  a  woman  after  the  use  of  sulphonal.  In  the 
'  Skand.  Archiv  fiir  Physiologic,'  3,  319-343,  is  a  paper  by 
Hammarsten,  in  which  are  reported  four  cases  of  hsemato- 
porphyrinuria  in  women  suffering  from  insanity,  who  had 
been  treated  with  sulphonal.  In  one  of  these  the  patient 
first  was  found  to  have  hgeraatoporphyrinuria  nine  days  after 
the  drug  had  ceased  to  be  administered,  and  the  patient 
died  twelve  days  subsequently,  the  cause,  however,  not  being 
stated.  Another  patient  died  of  broncho-pneumonia  eight 
days  after  the  first  appearance  of  haematoporphyrinuria.  In 
the  '  Deutsche  med.  Wochenschrift  '  for  June  16th,  1892,  is 
a  paper  by  Sobernheim,  who  considers  that  hsematoporphy- 
rinuria  often  results  from  the  use  of  sulphonal,  though  not 
invariably,  and  gives  a  case  in  which  it  was  present  in 
association  with  typhoid  fever.  No  sulphonal  had  been 
given,  and  he  attributes  the  symptom  to  absorption  of  col- 
ouring matter  from  a  htematoma  in  the  rectus  abdominis. 
He  considers  the  presence  of  haematoporphyrin  in  the  urine 
as  not  necessarily  harmful. 

Garrod,  in  the  paper  referred  to  above,  gives  the  results 
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of  his  examination  of  the  urine  of  ton  patients  of  both  sexes 
who  had  been  taking  sulphonal  in  Bethlem  Hospital  for 
varying  periods  and  in  varying  amounts.  In  none  of  these 
was  the  pigment  in  larger  quantity  than  is  often  present  in 
the  urine  of  gouty  or  rheumatic  patients,  and  in  the  cases 
in  which  he  found  haematoporphyrinuria  in  considerable 
amounts  there  were  no  other  unfavorable  symptoms. 
The  presence  of  hasmatoporphyrin  in  the  urine  of  patients 
who  have  been  taking  sulphonal  is  not  necessarily,  therefore, 
associated  with  other  symptoms  due  to  that  drug. 

In  the  '  Allgemeine  Zeitschrift  fur  Psychiatrie,'  Band  xlix, 
Heft  4,  is  given  a  digest  of  a  paper  by  Adolf  F.  JoUes, 
in  the  '  International  Klinische  Rundschau,'  Nos.  49  and  50, 
on  the  "  Chemical  Composition  of  the  Urine  after  Sulphonal 
Intoxication. '^  He  examined  the  urine  of  four  eases  of 
sulphonal  poisoning,  and  in  addition  to  haematoporphyrin, 
found  albumen,  pepton,  renal  elements,  reducing  substances 
(?  glycuronic  acid)  and  unaltered  sulphonal.  He  recom- 
mends suspension  of  the  administration  of  sulphonal  when 
the  urine  presents  the  colour  due  to  hgematoporphyrin. 

In  the  '  Brit.  Med.  Journal  Supplement  '  for  April  1st, 
1893,  in  a  notice  of  a  paper  by  E.  Schaefer,  in  the  '  Therap. 
Monatshefte,'  February,  1893,  quoting  a  case  in  which  a 
patient  had  taken  about  six  ounces  of  sulphonal  in  nine 
months.  HaBmatoporphyrin  then  appeared  in  the  urine, 
associated  with  gastric  and  hepatic  pains,  constipation, 
irregular  temperature,  and  failing  strength.  The  red  cor- 
puscles are  described  by  Schaefer  as  being  deficient  in 
numbers  and  not  forming  rouleaux.  The  gastric  irregularity 
and  constipation  are  attributed  to  cerebral  causes  from  intoxi- 
cation of  the  blood.  Dr.  Savage  has  allowed  me  to  refer  to 
a  case  occurring  in  his  practice  in  which  an  old  gentleman 
had  for  over  a  year  taken  sulphonal  in  doses  of  gr.  20  to  25 
nightly  for  sleeplessness,  when  haematoporphyrinuria  oc- 
curred, associated  with  gastro-intestinal  disturbance. 

It  is  worthy  of  note  that  in  the  cases  I  have  recorded 
above  the  patients  were  all  of  the  female  sex,  and  it  will 
be  seen  that  the  cases  published  by  Salkowski,  Stokvis,  and 
Hammarsten  were  in  the  same  sex.  In  the  urines  of  both 
sexes  from  this  hospital  examined  by  Garrod  hgematopor- 
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phyrin  was  found.  In  the  '  Lancet '  for  1890,  p.  607,  two 
cases  of  ligematoporpliyrinuria  in  women,  associated  with 
gasti'ic  symptoms,  are  reported  by  Ranking  and  Pardington, 
but  no  sulphonal  had  been  administered.  Dr.  Copeman 
showed  the  urines  of  these  patients  at  the  Pathological 
Society  in  January,  1891,  and  suggested  that  the  presence 
of  constipation  led  to  the  absorption  of  poisonous  products 
from  the  intestine,  and  thus  led  to  alterations  in  the  blood. 
In  connection  with  this  it  is  worth  noting  that  the  three 
patients  whose  cases  I  have  recorded  all  suffered  from 
melancholia,  with  refusal  of  food,  and  all  had  evidence  of 
the  sluggish  and  unhealthy  state  of  the  gastro-intestinal 
tract  which  is  so  commonly  present  in  that  condition  ;  but 
I  prefer  to  leave  the  question  as  to  the  change  taking  place 
in  the  blood  and  urinary  pigments  to  those  who  are  more 
familiar  with  physiological  chemistry. 

Examination  of  the  blood  in  two  of  my  cases  did  not 
show  evidence  of  greater  diminution  of  blood  corpuscles  or 
haemoglobin  than  is  commonly  met  with  in  melancholia, 
and  this  agrees  with  Garrod's  opinion,  that  there  is  no  re- 
lation between  the  changes  in  the  number  and  worth  of  the 
corpuscles  and  the  appearance  of  liEematoporphyrin  in  the 
urine.  Jolles  (op.  cit.)  recommends  suspension  of  the  ad- 
ministration of  sulphonal  when  the  urine  presents  the  colour 
due  to  hgematoporphyrin,  but  in  all  my  cases  symptoms  of 
gastro-intestinal  disturbance  (pain,  vomiting,  constipation, 
or  diarrhoea)  appeared  before  there  was  noticeable  alteration 
in  the  colour  of  the  urine,  and  the  occurrence  of  such 
symptoms  should  cause  one  to  suspend  the  use  of  the  drug 
rather  than  wait  for  the  evident  presence  of  hsematoporphy- 
rin.  In  the  third  of  my  cases  the  drug  had  been  suspended 
before  the  occurrence  of  any  symptoms,  and  Hammarsten 
seems  to  have  had  the  same  experience.  In  all  my  cases 
there  was  complete  absence  of  the  symptoms  generally 
looked  for  in  connection  with  sulphonal,  viz.  drowsi- 
ness, slow  speech,  and  tottering  inco-ordinate  gait.  The 
symptoms  seemed  to  point  definitely  to  direct  gastro-intes- 
tinal irritation,  as  the  result  of  the  drug,  and  I  am  inclined 
to  think  that  sulphonal  ought  not  to  be  administered  to 
patients  suffering  from  melancholia,  with  refusal  of  food  and 
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evidences  of  defective  intestinal  action,  and  where  probably 
the  drug  lies  longer  in  contact  with  the  mucous  membrane 
of  the  stomach  before  absorption,  than  in  cases  suffering 
from  maniacal  excitement.  Schaefer  (op.  cit.)  considers 
the  gastric  irregularity  and  constipation  to  be  due  to  cere- 
bral causeSj  from  intoxication  of  the  blood  with  sulphonal, 
but  I  think,  from  observation  of  my  cases,  that  though  there 
were  gastric  and  intestinal  symptoms,  due  to  the  primary 
cerebral  disorder,  the  additional  acute  gastric  symptoms 
were  due  to  direct  irritation  by  sulphonal,  and  not  merely 
to  intoxication.  Whether  the  heematoporphyrinuria  was 
due  to  intoxication  is,  however,  a  matter  I  do  not  pretend 
to  decide.  But  I  may  refer  to  MacMunn's  opinion  ('  British 
Medical  Journal,'  January  3rd,  1891),  that  when  the  glands 
whose  function  it  is  to  change  effete  blood-colouring  matter 
to  a  simpler  substance  are  diseased,  and  therefore  incapable 
of  metabolising  a  normal  amount  of  it,  htematoporphyrin  may 
occur  in  the  urine.  It  is  quite  possible  that  this  is  the  case 
in  melancholia,  and  uro-hgematoporphyrin  being  considered 
a  reduction  product  of  blood  pigment,  its  occurrence  may 
perhaps  be  explained  in  cases  such  as  I  have  described  by 
the  special  liability  of  patients  suffering  from  melancholia, 
to  deficient  oxygenation  of  blood,  as  is  so  frequently  shown 
by  their  sluggish  circulation  and  congested  venous  system. 
I  am  greatly  indebted  to  Dr.  MacMunn  for  his  kindness 
in  examining  the  urine. 
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BEEN  ADOPTED. 


By  BERNARD  PITTS. 


In  Villory's  life  of  Savanarola  we  read  that  in  the  early 
part  of  the  fourteenth  century,  Pope  Gregory  VIII  (ex- 
hausted by  old  age)  was  transfused  by  a  Jewish  doctor  with 
the  blood  of  three  boys — with  the  hope  that  he  would  be 
rejuvenated.  The  pope  died — and  so  did  the  boys.  It  was 
an  experiment  stated  to  have  only  been  previously  done  on 
animals.  In  1G65,  Dr.  Lower,  of  Oxford  University,  injected 
with  success  blood  into  the  veins  of  a  dog.  The  physicians 
of  Bedlam  were  then  applied  to  for  a  suitable  patient  to 
experiment  on,  but  they  had  scruples,  and  refused.  About 
two  years  later  a  French  mathematician  named  Denis,  as- 
sociated with  a  surgeon,  tried  the  experiment  on  a  man. 
They  had  long  been  on  the  look-out  for  a  suitable  case, 
when  an  opportunity  presented  itself.  One  evening  a  mad- 
man, quite  naked,  arrived  in  Paris,  and  was  boldly  seized 
upon  by  the  mathematician  as  a  good  subject  for  the  new 
experiment. 

Eight  ounces  of  calf's  blood  were  injected  into  his  veinsj 
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and  that  night  the  madman  slept.  The  following  day  the  in- 
jection was  repeated,  and  the  man  slept  again  and  awoke 
sane.  Shortly  after.  Dr.  Lower  was  able  to  inform  the  Royal 
Society  that  Dr.  Arthur  Coga  was  willing  to  allow  the  opera- 
tion of  transfusion  to  be  tried  on  him  for  the  consideration 
of  one  guinea.  This  gentleman  was  a  Bachelor  of  Divinity 
of  Oxford,  and  described  as  one  of  weak  intellect  who  spoke 
Latin  well.  The  operation  was  performed  November  23rd, 
1667,  at  the  Royal  Society,  in  the  presence  of  a  bishop, 
several  members  of  Parliament,  physicians,  &c.,  and  eight 
ounces  of  blood  were  withdrawn  and  replaced  by  that  of  a 
sheep.  After  the  transfusion,  Dr.  Coga  drank  several  glasses 
of  wine  and  smoked  a  pipe  of  tobacco.  At  the  following 
meeting  of  the  Society  he  appeared  in  person,  and  read  a 
paper  in  Latin  giving  an  account  of  all  his  symptoms.  He 
said  that  the  sensation  was  so  pleasant  that  he  would  will- 
ingly be  transfused  again,  and  this  was  done,  three  weeks 
later,  before  a  great  crowd  of  spectators.  When  he  appeared 
at  the  next  meeting  of  the  Society,  he  stated  that  the  opera- 
tion was  followed  by  fever,  which  had  since  subsided.  Some 
of  his  friends,  however,  insinuated  that  the  fever  was  really 
due  to  the  potations  he  indulged  in  after  the  transfusion. 
Years  later.  Dr.  Coga  was  in  good  health,  but  eccentric  as 
ever.  Tidings  of  these  successful  transfusions  flowed  over 
Europe,  and  in  Italy  and  Germany  this  new  treatment  was 
repeated.  It  was  hoped  that  by  the  transfusion  of  blood 
from  some  mild-tempered  animal  like  a  calf  or  sheep,  the 
blood  of  a  madman  would  be  so  transformed  as  to  give  him 
the  inoffensive  characteristics  of  the  animal  chosen.  These 
hopes  were  soon  dispelled,  the  patient  on  whom  Denis  had 
operated  went  mad  again,  was  again  transfused,  and  died 
during  the  operation.  The  son  of  the  Swedish  minister  at 
Paris,  who  had  been  benefitted  by  one  transfusion,  died  under 
a  second,  and  so  on.  In  April,  1868,  the  Parliament  of 
Paris  made  criminal  any  attempt  to  transfuse,  except  by 
consent  of  the  Faculty  of  Paris.  The  first  real  advance 
in  our  knowledge  was  made  when  Leacock,  in  1817,  and 
Blundell,  in  1825,  drew  attention  to  the  marked  difference 
in  the  result,  according  as  the  blood  transfused  was  obtained 
from    an    animal    of  the    same    species,    ''  similar     blood," 
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or  from  an  animal  of  another  species,  "  dissimilar  blood." 
The  later  researches  of  Panum  and  others  fully  established 
that  this  difference  was  due  to  the  poisonous  action  of  the 
haemoglobin  of  dissimilar  blood  in  the  organism. 

In  1862  a  very  successful  case  was  reported  by  Prof. 
Nusbaum.  A  young  man,  aged  nineteen,  was  so  exhausted 
after  excision  of  the  knee,  that  death  was  imminent ;  the 
pulse  could  not  be  felt,  and  the  extremities  were  cold. 
Venesection  was  performed  on  several  persons,  so  that  the 
Professor  came  into  possession  of  one  pound  of  blood. 
This  was  beaten  for  eight  minutes,  filtered  through  fine 
linen,  and  the  glass  containing  the  blood  was  then  put  into 
a  basin  filled  with  hot  water,  until  the  temperature  of  the 
blood  was  100°  F.  The  blood  was  then  slowly  injected  into 
the  patient  by  means  of  a  small  glass  syi'inge,  with  pre- 
cautions to  avoid  the  entrance  of  air.  During  the  opera- 
tion the  patient  perceived  a  sensation  of  pleasant  warmth, 
and  a  short  time  afterwards  the  pulse  could  again  be  felt. 
So  soon  as  the  patient  had  sufficiently  recovered,  amputation 
of  the  thigh  was  performed,  and  the  lad  ultimately  made  a 
good  recovery. 

Panum,  in  1863,  advocated  transference  of  defibrinated 
blood  to  the  entire  exclusion  of  pure  blood,  urging  as  one 
of  its  advantages  that  large  tanks  of  it  could  be  kept  ready 
for  use  on  the  field  of  battle.  I  saw  this  method  tried  once 
in  1873  by  Mr.  Wagstaffe  at  St.  Thomas's  Hospital.  Blood 
was  freely  given  by  a  number  of  dressers,  one  or  two  of 
whom  fainted  in  consequence  of  their  generous  gift  and  the 
heat  of  the  small  ward  crowded  with  students.  The  patient 
rallied  a  little,  but  died  soon  after — septicsBmia  and 
exhaustion. 

In  1876  Dr.  Roussel,  of  Genoa,  showed,  at  the  Royal 
Medical  and  Chirurgical  Society,  his  very  ingenious  appar- 
atus for  direct  transfusion.  Before  applying  it  to  the  arm 
of  a  man  who  was  seated  at  the  table.  Dr.  Roussel  ex- 
plained the  construction  of  the  instrument,  which  he  had 
devised  in  1864,  but  which  had  not  received  much  attention 
until  1876.  The  object  of  the  apparatus  was  to  prevent 
coagulation  of  the  blood  that  is  drawn,  and  therefore  to  do 
away  with  the  necessity  for  defibrination. 
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An  article  in  the  '  Lancet '  on  this  demonstration  sums 
up  thus  :  "  The  admirable  construction  of  the  instrument, 
the  readiness  with  which  it  can  be  applied,  and  the 
rapidity  with  which  the  operation  can  be  performed,  to- 
gether with  the  great  advantage  of  its  not  requiring  the 
blood  to  be  defibrinated  previous  to  injection,  were 
features  which  were  well  appreciated  by  the  spectators. 

"  With  reference  to  the  experiment  itself,  it  may  be  hoped 
that  the  willingness  with  which  the  subject  of  it  submitted 
to  shed  his  blood  for  the  sake  of  science  and  humanity, 
may  serve  as  a  timely  rebuke  to  those  earnest  enthusiasts 
who  have  of  late  striven  to  arrest  progress  in  this  cause  by 
their  unmeaning  outcry  against  experimentation  on  animals. 
They  will  see  that  even  human  beings  are  not  deterred 
from  submitting  themselves  to  a  vivisection  involving  some 
risk  and  certain  inconvenience,  when  the  object  in  view  is 
an  addition  to  our  means  of  saving  life." 

Shortly  after  this  demonstration.  Dr.  Roussel  was  pre- 
sent at  the  London  Hospital  when  Mr.  James  Adams  was 
amputating  at  the  hip-joint  for  advanced  disease  of  the  hip. 
After  removing  the  limb  and  tying  the  vessels,  Mr.  Adams 
supplied  six  ounces  of  blood  from  his  own  arm  to  his  patient. 
The  latter  improved  notably  after  the  transfusion,  whilst 
the  surgeon,  with  his  arm  bandaged,  proceeded  on  his  way 
with  the  rest  of  the  operation.  The  lad  succumbed  two 
days  after. 

This  ingenious  method  of  direct  transfusion  during  the 
next  few  years  was  extensively  tried,  and  though  occasional 
success  was  recorded,  yet,  unfortunately,  the  method  was 
found  too  complicated  for  actual  practice. 

I  have  tried  it  on  several  cases  of  impending  death  from 
haemorrhage.  Volunteers  were  always  ready  to  give  their 
blood,  but  the  instrument  was  rarely  in  satisfactoiy  working 
order  for  an  emergency ;  the  mechanism  gets  a  little  out  of 
order,  and  after  two  or  three  ounces  of  blood  perhaps  have 
been  transfused,  some  clot  forms,  and  the  transfusion  fails  at 
the  critical  moment.  Transfusion  usually  requires  to  be  done 
in  a  hurry,  and  the  opportunity  often  arises  when  one  is 
least  prepared  to  meet  it.  It  was  a  consolation  in  our 
failures  to  remember  having  seen   Roussel  fail   in   carrying 
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out  a  transfusion  with  his  own  instrument,  at  a  prepared 
demonstration  he  gave  in  the  theatre  of  St.  Thomas's 
Hospital. 

MacEwen,  in  1879,  published  a  case  of  antiseptic  transfusion 
in  a  patient  the  subject  of  hremorrhage  a  few  hours  after  a 
lateral  lithotomy.  The  patient,  a  man,  was  semi-insensible, 
and  could  not  speak ;  pulse  at  the  wrist  imperceptible ; 
surface  of  body  blanched  ;  restless  tossing  of  the  limbs,  with 
deep  inspirations.  MacEwen  explained  the  conditions  to 
a  man  in  the  ward,  who  was  strong  and  healthy  except 
for  a  damaged  toe,  and  this  man  freely  gave  his  blood, 
which  was  received  into  a  small,  warm,  carbolised  vessel, 
and  at  once  drawn  into  a  carbolised  3  oz.  syringe.  This 
was  injected  into  the  cephalic  vein  of  the  patient,  then  the 
syringe  was  washed  in  1  in  80,  re-charged,  and  so  on,  the 
operation  being  done   under  the  spray. 

Shortly  after  transfusion  the  pulse  gradually  returned, 
the  surface  of  the  body  became  warm,  and  the  patient 
recovered. 

The  more  care  that  is  taken  in  this  operation,  the  less  likely 
is  it  that  a  septic  condition  will  be  induced,  but  injection  of 
pure  blood,  or  defibrinated  blood,  though  it  may  occasionally 
be  introduced  without  producing  unfavorable  symptoms, 
yet  it  must  be  attended  by  great  uncertainty  of  action,  and 
though  sometimes  be  quite  harmless,  yet  at  other  times 
highly  dangerous,  the  chief  danger  being  a  wide-spread 
capillary  thrombosis  in  various  parts  of  the  body,  more 
especially  in  the  smaller  arterioles  and  capillaries  of  the 
lungs. 

In  the  hope  of  avoiding  these  dangers,  Mr.  Cotterill 
introduced  into  Edinburgh  in  1886  a  method  first  suggested 
by  Dr.  Hicks,  viz.  infusion  of  a  mixture  of  blood  and  saline 
solution,  a  5  per  cent,  solution  of  phosphate  of  soda,  i.  e. 
one  ounce  to  a  pint  of  distilled  water. 

In  the  '  British  Medical  Journal '  of  October  2nd,  1886, 
a  case  is  recorded  of  haemorrhage  after  amputation  of  thigh, 
when  Mr.  Annandale  injected  on  four  occasions  four  to  six 
ounces  of  blood,  mixed  with  two  ounces  of  the  saline  solu- 
tion. 

Mr.  Cotterill  says  in  his  remarks,  "  There  can  be  no  doubt 
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that  the  operation  of  transfusion  is  destined  to  hold  a  far 
more  prominent  position  than  it  has  hitherto  done.  This  is 
due  to  the  fact  that  the  method  of  operation  has  been  sim- 
plified and  perfected,  and  that  the  complicated  forms  of 
transfusion  instruments  ai-e  now  no  longer  necessary  \"  The 
Edinburgh  surgeons  were  so  satisfied  with  this  method  of 
infusing  blood,  that  it  became  the  practice  in  any  severe 
amputation  to  collect  and  reinfuse  the  blood  (otherwise 
lost),  mixing  it  with  the  phosphate  of  soda  solution,  taking 
care  that  the  blood  was  fresh  and  not  contaminated  with 
septic  organisms. 

In  the  '  Lancet '  of  April  16th,  1887,  Mr.  Warrington 
Hayward  published  a  successful  case  of  transfusion  in  a  boy 
aged  fourteen,  who  was  collapsed  from  haemorrhage  into 
subperiosteal  abscess  of  thigh.  Six  ounces  of  blood  were 
taken  from  the  boy's  father,  and  mixed  with  two  ounces  of 
the  saline  solution.  The  efi^ect  was  striking  and  immediate. 
The  pulse  became  pei'ceptible  ;  the  boy  regained  conscious- 
ness, and  made  a  good  recovery.  Mr.  Hayward  remarks 
"  that  the  simplest  apparatus  is  apt  to  become  clogged  if 
unmixed  blood  is  passed  through  it ;  and  the  complicated 
instrument  of  Dr.  Roussel  is  not  an  exception.'' 

I  now  come  to  the  most  important  substitution  for  trans- 
fusion, viz.  the  infusion  of  simple  saline  fluid  in  large  quan- 
tity. Sir  Spencer  Wells,  in  1848,  at  the  St.  Giles's 
Workhouse,  injected  saline  solution  into  the  veins  of  some 
cholera  patients.  In  one  case  the  injection  was  performed 
upon  a  man  apparently  dead.  Some  few  minutes  after  the 
heart  could  be  felt  to  beat ;  it  was  followed  by  a  return  of 
pulsation,  warmth,  and  consciousness,  and  the  patient  lived 
for  a  few  hours  afterwards. 

In  1872  Wagstaffe,  for  the  collapse  due  to  haemorrhage, 
injected  a  pint  and  a  half  of  water,  to  which  a  little  milk 
had  been  added.  The  patient  temporarily  improved,  but 
died  later  of  collapse. 

Charles  Jennings,  at  the  suggestion  of  Sir  Spencer  Wells, 
performed  some  experiments  on  dogs  on  the  Continent,  in 
reference  to  the  toxic  action  of  chloroform  on  the  blood. 
He  was  so  surprised  at  the  success  with  which  saline  fluid 
injected  into  the  veins  restored  these  dogs  after   they   had 
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lost  large  quantities  of  blood,  that  lie  wrote  a  letter  to  the 
'  British  Medical  Journal'  in  1885,  strongly  advocating  the 
injection  of  harmless  fluid,  as  a  substitute  for  blood,  in  cer- 
tain cases  of  haemorrhage ;  and  on  October  28th,  1886, 
he  delivered  an  address  at  Woolwich  on  this  method  of  in- 
fusion for  hjEmorrhage  in  military  surgery,  and  quoted 
several  successful  cases.      I  will  refer  to  two  of  them. 

On  August  20th,  1882,  he  injected  eighteen  ounces  of 
saline  fluid  into  the  veins  of  a  woman  about  to  die  from 
ante-partum  haemorrhage.  Re-animation  speedily  followed 
the  saline  infusion,  and  she  was  delivered  one  and  a  half 
hours  later,  and  recovered. 

On  September  22nd^  1885,  he  injected  tweuty-two  ounces 
into  a  patient  almost  moribund  from  uterine  haemorrhage, 
and  he  states  that  tweuty-two  ounces  was  the  minimum 
quantity  necessary  to  effect  its  purpose. 

The  fact  that  this  method  of  infusing  saline  fluid  in  larg-e 
quantity  into  the  circulation  is  harmless,  and  often  of  great 
value,  was  not  until  quite  recently  sufficiently  appreciated 
by  the  profession.  For  years  the  method  has  been  well 
known  to  experimental  pathologists  and  workers  in  physi- 
ology, and  it  has  been  a  constant  practice  to  thus  resuscitate 
animals  exhausted  by  loss  of  blood  ;  and  it  was  well  known 
that  a  dog  deprived  of  blood  to  a  degree  which  would  be 
fatal,  could  be  immediately  and  permanently  restored  by 
such  infusion. 

William  Hunter's  valuable  lectures  on  transfusion,  de- 
livered at  the  College  of  Surgeons  in  1889,  deal  at  length, 
both  from  an  experimental  and  a  physiological  point  of 
view,  with  the  dangers  of,  and  objections  to,  transfusion 
of  blood,  whether  by  the  direct  method,  or  after  defibrina- 
tion, or  admixture  with  phosphate  of  soda  solution ;  and 
these  lectures  fully  confirm  the  value  and  absolute  freedom 
from  risk  of  the  infusion  of  normal  saline  fluid.  William 
Hunter  sums  up  thus  : 

"  Any  advantages  that  transfusion  of  red  corpuscles 
may  have  over  simple  saline  injections  are  counter-balanced 
by  the  dangers  attending  the  simultaneous  injection  of  the 
white.  In  the  case  of  defibrinated  blood  the  latter  so  pre- 
ponderate that  transfusion  of  defibrinated  blood  is  an  oper- 
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ation  not  only  dangerous  in  itself^  but  one  wliose  practical 
value  by  no  means  serves  to  compensate  the  additional 
risks  run  in  carrying  it   out." 

For  practical  purposes  all  the  advantages  to  be  gained  by 
transfusion  may  be  equally  well  and  more  readily  obtained 
by  an  infusion  of  a  neutral  saline,  sucli  as  a  solution  of 
common  salt,  5j.  to  Oj. 

Amongst  other  physiologists  who  had  been  working  at 
transfusion  was  the  late  Dr.  Woolridge,  and  Mr.  Arbuthnot 
Lane,  remembering  his  advocacy  of  the  saline  infusion,  saved 
in  this  way  a  girl  who  was  apparently  dying  from  haemorrhage 
after  a  cleft-palate  operation.  His  account  is  briefly  as  fol- 
lows : — Grirl,  aged  13;  operation  on  palate,  September  2nd, 
1891,  at  1.30  ;  bleeding  followed,  and  at  11.30  the  pulse  was 
running,  and  not  to  be  counted.  Three  and  a  half  pints  of 
normal  saline  fluid  were  introduced  into  the  left  basilic  vein. 
The  first  pint  made  no  difference ;  after  the  second  pint  the 
pulse  could  be  counted  at  about  160.  By  the  end  of  in- 
jection the  pulse  was  80,  and  her  appearance  had  completely 
changed.  From  cold  and  blanched  her  face  became  more 
or  less  rosy,  hot,  and  moist. 

In  order  to  make  as  clear  as  possible  the  advantages  of 
this  method  of  saline  infusion,  I  give  here  the  following 
extract  from  Dr.  Hunter's  last  lecture  : — "  If  the  condition 
to  be  met  in  transfusing  blood  is  a  threatened  failure  of 
circulation  as  the  result  of  sudden  loss  of  blood,  then  it  is 
unnecessary  to  have  recourse  to  blood  transfusion,  since  an 
infusion  of  any  saline  meets  equally  well,  if  not  better,  all 
the  indications.  The  value  possessed  by  transfused  blood 
in  such  cases  is  almost  solely  in  virtue  of  its  physical  pro- 
perties. The  chief  physical  property  of  blood  for  purposes 
of  transfusion  is  undoubtedly  its  volume.  The  immediate 
source  of  danger  from  sudden  loss  of  blood  is  the  fall  in  the 
blood-pressure  to  a  point  when  the  circulation  is  unable  to 
be  maintained.  The  obvious  indication,  therefore,  is  to  raise 
the  pressure  within  the  vessels.  It  is  only  after  severe 
hgemorrhage  that  the  relation  between  the  vessels  and  the 
amount  of  blood  they  contain  is  disturbed  ;  the  pressure  falls 
rapidly  and  suddenly,  and  death  will  ensue  unless  means  be 
taken  to  meet  the  threatened  failure  of   circulation.      The 
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readiest  way  in  wliich  this  can  be  done  is  to  replace  the  lost 
blood  with  a  certain  amount  of  fluid.  In  an  emergency,  the 
infusion  of  ordinary  water  has  been  followed  by  results  as 
successful  as  any  ever  obtained  after  the  transfusion  of 
blood. 

"  Whatever  advantages  transfusion  of  blood  may  have 
in  restoring  the  tone  of  the  vaso-motor  centres,  are  more 
than  neutralised  by  the  other  and  still  greater  disadvantages, 
viz. :  (1)  The  difficulty  of  obtaining  blood  in  sufficient  quantity 
and  with  sufficient  rapidity,  as  compared  with  the  ease  with 
which  simple  saline  fluid  can  be  prepared.  (2)  The  danger 
attending  the  transfusion  of  blood,  compared  with  the  abso- 
lute freedom  from  danger  possessed  by  the  saline  solution. 
(3)  The  doubtful  value  of  the  transfusion,  whether  hsemo- 
genic  or  physical,  when  compared  with  the  saline. 

"  Under  no  circumstances  is  the  transfusion  of  milk,  or  of 
other  mixtures  possessing  what  are  supposed  to  be  nutritive 
properties,  ever  indicated." 

For  the  following  abstract  of  cases  of  infusion  done  at  St. 
Thomas's  Hospital  I  am  indebted  to  the  Resident  Assistant 
Surgeon,  Mr.  Stabb.  The  method  employed  is  charmingly 
simple,  and  could  be  extemporised  at  once,  without  loss  of 
time,  at,  say,  a  heemorrhage  after  confinement.  There  is 
plenty  of  evidence  in  these  cases  that  the  infusion  was  of 
great  service  at  the  time,  and  certainly  no  ill  effects  ensued. 
In  several  cases  operations  which  otherwise  could  not  have 
been  performed,  were  enabled  to  be  carried  out,  and  thus  a 
chance  given  for  saving  life.  The  large  quantities  of  in- 
jection used  in  some  of  the  cases,  especially  in  the  condition 
of  diabetic  coma,  is  especially  interesting.  The  proper 
amount  of  fluid  to  infuse  must  evidently  depend  on  the  effect 
produced  in  the  individual  case.  Without  discussing  the 
value  of  the  treatment  in  diabetic  coma,  or  in  collapse  from 
diarrhoea,  I  will  only  add  that  all  the  cases  were  clearly  in 
a  hopeless  state,  and  infusion  gave  the  one  chance  of  reco- 
very, and  that  in  no  single  instance  was  there  evidence 
post  mortem  of  any  ill  effects  produced  by  the  injection. 

The  method  in  use  is  as  follows : — Boiling-  water  is  added 
to  distilled  water  until  the  temperature  is  100°  F.  Common 
salt  is  added  5 j  to  Oj .     Most  convenient  vein  is  selected ; 
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dissecced  free,  and  ligatured  below.  An  incision  is  then  made 
into  tlie  vein  above  ligature.  A  nozzle,  connected  by  rubber 
tube  to  a  glass  funnel,  is  introduced  into  tlie  vein,  and  fixed  by 
a  ligature  passing  round  vein  and  nozzle  (apparatus  having 
first  been  filled  Avith  solution  to  prevent  entrance  of  air  into 
vein). 

The  quantity  introduced  varies  from  one  to  eight  or  ten 
pints,  depending  upon  the  effect  produced.  The  pulse  usually 
commences  to  improve  after  introduction  of  about  one  pint. 
In  the  adult  five  to  six  pints  enter  the  circulation  with  ease, 
taking  about  twenty  minutes,  after  which  the  progress  is 
slower.  Very  little  pressure  is  required,  the  funnel  being 
held  from  one  to  two  feet  above  the  level  of  vein. 

Male,  set.  29. — Nephrectomy  for  sarcoma  of  kidney.  Lost 
considerable  quantity  of  blood  at  operation.  Twelve  hours 
later  he  became  cold,  unconscious,  and  apparently  pulseless. 
Conjunctival  reflex  absent.  Six  and  a  half  pints  saline 
solution  infused  into  median  cephalic  vein.  Pulse  gradually 
improved,  and  patient  became  conscious,  expressing  himself 
as  feeling  comfortable  ;  skin  warm.  He  slept  for  two  hours, 
but  died  five  hours  later. 

Female,  £et.  16. — Stabs  of  neck,  chest,  and  arms  ;  wound 
of  lung  ;  collapsed  and  blanched  on  admission  ;  severe  attack 
of  heemorrhage  from  deep  wound  of  neck  after  admission. 
Pulse  feeble  and  thready ;  surface  cold  ;  patient  restless. 
Six  pints  saline  solution  infused  into  median  basilic  vein 
caused  rapid  improvement,  and  she  quite  recovered  from  the 
loss  of  blood.  Peritonitis  and  empyema  followed  ;  the  latter 
became  very  septic,  and  patient  died  after  three  weeks.  Post- 
mortem showed  that  one  of  the  stabs  had  opened  pleura  and 
peritoneum,  and  passed  through  lung  and  spleen  into 
stomach. 

Female,  set.  66. — Lacerated  wound  near  urethra.  Patient 
on  admission  almost  moribund  from  hasmorrhage.  Five 
pints  saline  solution  injected  into  median  basilic  vein,  causing 
great  improvement.  Pulse  became  good,  and  surface  of 
body  warm.  Patient  recovered  from  loss  of  blood,  but  wound 
became  very  sloughy ;  rigors  commenced  on  the  eighth  day, 
and  she  died  on  the  thirty-eighth  day. 

Male,  set.  40. — Ruptured  spleen  (after  fall  of  fifteen  feet). 
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On  admission  too  collapsed  to  admit  of  operation.  Next 
day  signs  of  intra-abdominal  extensive  lia3morrliage^  but 
patient  still  very  collapsed.  Four  pints  saline  solution  in- 
fused into  median  basilic  so  improved  his  condition  that  opera- 
tion was  decided  upon  (pulse  fell  from  128  to  95)  ;  seventy- 
five  ounces  of  blood  were  found  in  abdomen  and  removed  ; 
a  ligature  was  passed  round  the  splenic  vessels.  At  the  end 
of  operation  five  pints  more  of  solution  were  infused  into 
the  internal  saphenous  vein  at  ankle.  Patient  recovered 
well  from  the  collapse^  but  developed  peritonitis  on  the  third 
day,  and  died  from  this  on  the  fifth. 

Male,  a3t.  24. — Kick  on  abdomen  hy  horse ;  extreme 
collapse.  Abdominal  section,  and  three  complete  ruptures  of 
intestine  were  found.  Considerable  hajmorrhage  had  taken 
place  into  the  abdominal  cavity.  During  operation  patient 
became  so  bad  that  five  pints  saline  solution  were  injected 
into  his  medianbasilic  vein.  This  so  improved  his  condition  that 
the  operation  of  suturing  the  ruptured  bowel  was  able  to  be 
completed.  The  patient  did  very  well  for  six  days,  but  died 
from  giving  way  of  intestine  at  seat  of  suture. 

Male,  set.  4^. — Extensive  lacerated  wound  of  leg  ;  extreme 
shock.  Next  day  two  pints  saline  infused  into  median 
basilic  vein.  Pulse  and  respiration  temporarily  improved, 
but  patient  died  eight  hours  later. 

Male,  set.  33. — Diabetes;  absolute  coma.  Six  pints  of 
saline  infused  into  basilic  vein.  After  introduction  of  four 
pints  patient  raised  his  head  and  moved  his  arms  ;  after- 
six  pints  he  became  conscious,  answering  when  spoken  to, 
and  giving  his  name  in  full.  Pulse  had  fallen  from  80  to 
72.  Patient,  however,  relapsed  into  a  comatose  state  again, 
and  died  ten  hours  later. 

Male,  £et.  50. — Diabetes  ;  absolute  coma.  Thirteen  pints 
saline  solution  infused  in  one  and  a  quarter  hours.  No  good 
effect  produced.      Death  in  a  few  hours. 

Female,  get.  2. — Profuse  diarrhoea  and  vomiting  six  days; 
collapse.  Sixteen  ounces  infused  into  femoral  vein,  as 
superficial  veins  could  not  be  seen.  Temporary  improve- 
ment only,  child  dying  twelve  hours  later. 

Female,  get.  47. — Abscess  of  abdominal  wall ;  diabetes. 
Coma  set  in  day  after  abscess  was  opened.      Eight  and  a  half 
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pints  saline  infused  into  median  basilic.  Pulse  improved,  and 
temperature  rose  from  subnormal  to  normal.  Regained  con- 
sciousness for  a  short  period,  but  died  from  relapse  next 
day.  The  urine,  wbicli  was  free  from  albumen  before  infusion, 
contained  it  the  following  day. 

Female,  fet.  33. — Convalescent  from  white-leg,  suddenly 
attacked  with  profuse  diarrhosa,  and  became  collapsed,  un- 
conscious, cyanosed  and  pulseless.  Seven  pints  saline  solution 
infused  into  median  basilic;  improved  condition  at  once;  pulse 
became  fairly  good,  and  consciousness  returned.  She,  how- 
ever, relapsed  and  died,  a  further  infusion  of  three  pints 
producing  no  effect. 

Male,  set.  13. — Comminuted  fracture  of  head  of  hu- 
merus, and  great  swelling  at  seat  of  injury  ;  was  admitted 
three  weeks  after  the  accident.  The  temperature  was  104  , 
and  clot  evidently  suppurating.  A  free  incision  was  made, 
and  the  clot  washed  out.  A  week  later  he  had  haemorrhage 
from  the  wound  and  was  in  a  very  exhausted  condition;  the 
wound  was  opened  up,  the  head  of  bone  removed,  and  some 
bleeding  points  secured.  His  condition  was  so  bad, 
that  three  pints  of  saline  were  infused,  and  he  at  once 
rallied,  and  recovered  from  the  immediate  effects  of  the 
haemorrhage. 

Female,  set.  32. — Thin  and  weak  from  very  large  fibroid 
of  uterus,  and  bleeding.  The  operation  for  removal  was 
attended  with  unusual  difficulty  and  hsemorrhage,  and  the 
patient  was  so  bad  on  the  operating  table  that  five  pints  of 
saline  had  to  be  injected.  A  day  and  a  half  later  this 
patient  seemed  almost  moribund,  with  uncountable  pulse. 
Three  pints  of  saline  were  again  infused.  She  rallied  in  a 
wonderful  manner,  and  at  the  end  of  a  week  was  progressing 
favorably. 

Female,  get.  13. — Removal  of  sarcoma  of  lower  jaw,  in- 
volving parotid  and  orbital  regions.  The  unavoidable  loss 
of  blood  during  the  operation  was  such  as  to  cause  great 
collapse  and  impending  death  on  the  table.  During  the 
latter  part  of  the  operation  two  and  a  half  pints  of  saline 
(water  taken  from  the  tap)  were  infused  into  the  saphena 
vein  with  great  benefit.  It  was  found  impossible  to  com- 
pletely eradicate  the  growth,  but  the  child  rallied,  and  made 
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a  good  recovery  from  the  opei'ation.  The  saphena  vein  was 
chosen  so  as  not  to  interfere  with  the  manipulations  of  the 
operator. 

At  Great  Ormoncl  Street  Hospital  for  Children,  the  saline 
injection  has  been  tried  in  a  few  cases  of  severe  collapse 
from  diarrhoea.  The  fluid  has  been  introduced  by  a  syringe, 
with  special  two-way  tap.  In  young  children  it  is  often 
difficult,  from  the  small  size  of  the  vein  opened,  to  get  the 
fluid  to  pass  into  the  vein,  and  hence  a  syringe  is  necessary. 
In  the  'Lancet '  of  January  9th,  1892,  a  case  is  recorded  by 
Dr.  Collier,  then  House  Physician,  of  a  child  aged  nine 
months,  admitted  under  the  care  of  Dr.  Sturges,  cold,  pale, 
shrivelled  looking,  and  with  sunken  orbits.  The  history  was 
that  of  severe  diarrhcea,  and  vomiting  of  two  days'  duration. 
Eight  hours  after  admission,  in  spite  of  restoratives,  the  child 
was  still  more  collapsed  and  seemed  near  to  death.  Dr. 
Collier  injected  with  the  double  nozzle  syringe,  twelve  ounces 
of  distilled  water,  containing  36  grains  of  common  salt,  and  1"3 
of  alcohol,  at  temperature  of  101*^  F.  The  reaction  was 
immediate  ;  the  pulse  became  bounding,  the  face  flushed. 
Two  hours  later  the  temperature  was  104*2°,  but  gradually 
fell,  and  was  normal  in  thirty-six  hours.  The  child  was  after- 
wards treated  with  compressed  Ipecac,  powder,  and  made  a 
good  recovery. 

William  I — ,  set.  2. — Admitted  under  Dr.  Sturges,  with 
diarrhoea  ;  was  transfused  twice  for  extreme  collapse,  half  a 
pint  injected  each  time.  Some  improvement  followed,  but 
the  diarrhoea  continued,  and  death  ensued  two  days  later. 

M.  H — ,  get.  10  months  (under  Dr.  Sturges). — Transfused 
three  times,  for  diarrhcea  and  collapse,  fifteen,  sixteen  and 
twenty  ounces  of  salt  solution  being  introduced.  There  was 
improvement  after  each  injection. 

The  main  object  in  quoting  these  cases  is  not  to  advocate 
infusion  in  cases  of  collapse  from  diarrhcea,  but  to  show  how 
harmless  such  injection  seems  to  be  in  even  very  young 
children.  A  rise  of  temperature  following  the  injection  has, 
however,  been  noted  in  two  of  these  babies,  a  condition  not 
to  be  wondered  at  considering  the  age.  I  shall  be  fully 
satisfied  if  I  induce  confidence  in  others  to  make  use  of  so 
simple  a  remedy,  which  seems  specially  adapted  for  cases  of 
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grave  haemorrhage,  more  especially  such  as  any  practitioner 
may  at  any  time  meet  with  after  a  confinement. 

In  ca^es  of  collapse  from  haemorrhage,  when  the 
pulse  can  still  be  counted,  and  a  grave  issue  is  not  so 
directly  impending,  much  may  be  done  by  bandaging  the 
extremities,  by  warmth  to  the  surface,  the  injection  of 
alcohol  under  the  skin,  and  saline  injection  into  the  rectum; 
but  when  from  loss  of  blood  the  circulation  is  so  feeble 
as  to  be  likely  at  auy  moment  to  stop,  then  no  time  should 
be  lost,  but  immediate  intra-venous  injection  be  made. 

Of  the  value  of  Miinchmeyer's  method  of  injecting 
simple  saline  fluid  into  the  cellular  tissue,  1  have  no  ex- 
perience. An  aspirator  needle  is  thrust  into  the  subcuta- 
neous tissue  (between  the  scapulfe  for  preference).  To  the 
needle  is  attached  two  or  three  feet  of  india-rubber  tubing 
leading  down  from  a  funnel.  The  saline  fluid  is  poured 
into  the  funnel,  and  is  dispersed  in  the  cellular  tissue  by 
gentle  massage.  This  method,  at  the  last  epidemic,  was 
tried  on  some  of  the  cholera  patients  at  Hamburg,  and 
the  effect  said  to  be  immediate  and  marvellous,  patients 
apparently  without  pulse  sometimes  recovering.  But  in 
most  cases  the  effect  does  not  last  long,  and  a  relapse 
frequently  follows.  With  ordinary  care,  and  especially  if 
the  funnel  be  used,  there  is  no  danger  of  air  entering  the 
vein.  It  is  only  when  a  vein  at  the  root  of  the  neck  is 
opened,  and  kept  open  by  the  structures  around,  not  allow- 
ing the  opening  to  collapse,  that  air  is  likely  to  be  sucked 
in  with  the  respiratory  action,  so  as  to  cause  dangerous 
symptoms.  I  met  with  this  unfortunate  complication  once, 
and  never  shall  forget  it.  A  gentleman  was  under  ether  for 
the  removal  of  a  large  glandular  tumour  in  the  posterior 
triangle  of  the  neck.  Whilst  dragging  on  the  tumour  to  get 
at  its  posterior  connections,  a  vein  was  opened,  and  several 
curious  suction  sounds  were  heard,  and  immediately  the 
patient  was  in  a  desperate  condition  from  failure  of  pulse 
and  respiration  ;  his  extremities  were  cold,  and  the  aspect  of 
face  that  of  a  dying  man.  I  placed  my  finger  at  once  on 
the  position  of  the  opened  vein,  which  was  indicated  by  a 
few  bubbles  of  blood.  Brandy  and  water  was  injected  into 
the   rectum,   and   ether    under  the  skin ;    the   limbs    were 
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rapidly  raised  and  bandaged,  and  hot  flannels  applied  to  the 
cardiac  region.  So  soon  as  the  wounded  vein  could  be 
secured  with  forceps,  artificial  respiration  was  commenced, 
and  after  ten  anxious  minutes  we  had  the  satisfaction  of 
seeing  our  patient  gradually  come  round  ;  but  his  circulation 
was  extremely  rapid  and  irregular  for  some  hours.  Sir  James 
Paget,  who  was  present  at  the  operation,  had  never  before 
seen  the  accident  occur,  an  important  testimony  to  its 
rarity.  The  vein  opened  was  a  branch  from  the  deep 
plexus,  which  was  adherent  to  the  glandular  mass.  So  grave 
for  a  time  was  the  patient's  condition,  that  neither  Sir 
James  Paget  nor  myself  expected  he  would  come  round. 
Probably  under  chloroform  the  air  would  not  have  been 
sucked  in ;  he  was  breathing  with  great  force  at  the  time. 
In  considering  the  history  of  the  introduction  of  transfu- 
sion, it  is  very  instructive  to  reflect  on  how  our  knowledge 
of  the  subject  was  started  by  experiment,  has  been  from 
time  to  time  during:  the  last  three  centuries  corrected 
and  advanced  by  experiments.  How  much  we  are 
indebted  to  those  pathologists  and  physiologists  who 
devote  their  time  and  energy,  not  as  some  imagine  in  the 
mere  pursuit  of  scientific  knowledge,  but  in  the  perfection 
of  the  means  of  saving  life  and  relieving  suffering,  in  man 
and  beast  alike. 

Appended  are  a  few  cases  in  which  transfusion  has  been 
done  since  this  paper  was  written. 

Male,  «t.  14.— Admitted  April  9th,  1893,  with  punctured 
fracture  of  skull,  produced  by  pitchfork  thrown  from  top  of 
haystack.  Puncture  in  skull  about  posterior  superior  angle  left 
parietal  bone,  close  to  mid-line.  Patient  unconscious.  Tre- 
phined soon  after  admission,  and  loose  fragments  of  bone 
removed.  Considerable  haemorrhage  took  place  from  the 
superior  longitudinal  sinus,  and  this  became  most  alarm- 
ing. Patient  became  collapsed,  and  was  infused  with  two 
and  a  half  pints  of  saline  solution  into  right  median  basilic 
vein.  This  had  a  good  effect  upon  the  pulse,  but  only 
increased  the  flow  of  blood  from  under  the  trephine  opening. 
Every  other  means  having  failed,  the  hasmorrhage  was  con- 
trolled  by  means    of  sponge  pressure   and    a   fairly    tight 
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dressing.  Patient  still  unconscious^  and  died  two  and  a 
half  hours  after  operation. 

At  the  post-mortem  it  was  found  that  the  tear  of  the 
sinus  was  very  extensive^  and  the  laceration  of  brain  exten- 
ded into  the  lateral  ventricle,  which  was  full  of  blood.  The 
bleeding  from  the  wound  had  almost  ceased  when  the  fluid 
was  injected,  and  it  was  remarkable  how  immediate  was  the 
flow  of  very  thin  blood  from  the  wound. 

Male,  get  29. — Admitted  April  26th,  1893,  with  strangu- 
lated hernia  of  three  days'  duration,  vomiting  fseculent 
matter.  Extreme  collapse.  Pulse  could  not  be  felt  at 
wrist.  Extremities  very  cold.  Temperature  95"6° ;  respira- 
tion shallow. 

Removed  to  theatre  and  incision  made  into  sac  ;  stricture 
divided ;  bowel,  which  was  in  rather  doubtful  condition,  re- 
turned, and  omentum  removed.  The  whole  operation 
lasted  only  a  few  minutes,  and  practically  no  angesthetic 
was  required. 

Patient  was  so  extremely  collapsed  as  to  appear  dying  on 
the  table.  Four  pints  of  saline  solution  were  infused 
into  left  median  basilic  vein,  containing  three  ounces  of 
brandy.  The  effect  was  like  a  resurrection.  During  the 
infusion  the  pulse  appeared  at  the  wrist  strong  and  full. 
The  body  became  warm  and  the  cheeks  flushed.  Patient  be- 
came quite  conscious,  and  presented  the  appearance  of  a  man 
slightly  under  the  influence  of  alcohol.  This  good  condition 
lasted  for  about  five  hours,  when  the  pulse  began  to  fail. 
An  hour  later  (six  hours  after  first  infusion)  the  same 
amount  of  saline  fluid  and  alcohol  was  again  infused,  this 
time  into  the  right  median  basilic  vein.  The  same  effect, 
but  to  a  less  degree,  was  produced  as  before.  It  was  not 
so  lasting,  however,  and  patient  relapsed  again  in  about 
two  hours,  and  died  suddenly  seven  hours  after  the 
second  infusion,  apparently  from  syncope  during  the  act  of 
vomiting. 

F.,  ast.  25. — Admitted  May  2nd,  in  state  of  collapse,  with 
distended  abdomen,  containing  free  fluid  and  gas.  The 
symptoms  had  appeared  suddenly,  and  suggested  perforation 
of  gastric  ulcer. 

Patient  was  too  bad  for  any  operation,  being  almost  pulse* 
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less,  extremely  cold,  and  she  was  breathing  so  shallowly  that  it 
was  difficult  to  detect  respiration  at  all.  She  was  removed  to 
the  theatre  for  infusion^  in  the  hope  that  she  might  rally 
enough  to  justify  operation.  Four  ounces  of  saline  solution, 
containing  one  ounce  of  brandy  and  one  and  a  half  ounces 
of  absolute  alcohol,  were  infused  into  right  median  basilic 
vein,  with  such  good  effect  that  exploration  was  able  to  be 
done.  A  perforation  was  found  on  outer  wall  of  stomach  and 
sewn  up,  the  abdominal  cavity  being  irrigated  well  with 
boracic  lotion. 

The  operation  lasted  an  hour,  and  patient  left  the  theatre 
in  very  fair  condition,  pulse  being  regular  and  moderately 
strong,  and  surface  of  body  warm. 

Three  hours  later  the  pulse  began  to  fail,  and  patient  to  be- 
come very  restless  and  cold.  Four  pints  of  saline  solution,  with 
two  ounces  of  absolute  alcohol,  were  now  infused  into  oppo- 
site median  basilic  veins,  with  the  effect  that  patient  became 
quite  jovial  and  made  a  joke.  She  relapsed  again  very 
soon,  and  in  an  hour  was  as  bad  as  before,  dying  three  and 
a  half  hours  later — six  and  a  half  hours  after  operation. 

Two  additional  Cases  of  Transfusion  of  Saline  Solution  for 
Hemorrhage  at  Children's  Hospital,  Great  Ormond  Street. 

1.  Female  child,  aet.  3. — Operation  April  10th,  1893,  for 
mastoid  caries.  During  operation  lateral  sinus  and  dura 
mater  covering  temporo-sphenoidal  lobe  exposed,  and  seen 
to  be  covered  with  thick  lymph. 

Two  days  after  operation  patient  had  sudden  profuse 
haemorrhage  from  the  wound.  A  plug  was  introduced,  which 
stopped  the  haemorrhage.  Child  was  extremely  blanched  ; 
eyes  wide  open  and  turned  upwards ;  gasping  for  breath. 
The  legs  were  held  vertically  and  bandaged,  the  body  rubbed 
in  an  upward  direction ;  some  ether  injected  into  left 
arm. 

The  median  basilic  vein  in  right  arm  was  exposed,  and  a 
few  ounces  of  saline  solution  (5J  to  Oj)  injected  slowly.  There 
was  rapid  improvement  in  the  condition — colour  returned  to 
the  lips,  pulse  could  be  felt  easily  in  brachial  artery,  and 
the  child  cried.  She  was  kept  warm,  with  the  legs  raised 
and  seemed  fairly  well  for  two  hours,  when   she  suddenly 
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became  collapsed,  and  died  before  infusion  could  be  per- 
formed again. 

Post  mortem. — The  baemorrliage  had  come  from  inferior 
petrosal  sinus,  in  which  there  was  a  thrombus,  with  an  ulcer 
in  the  wall  opposite  to  it. 

2.  T.  T— ,  get.  2.— Operation  December  14th,  1892  ;  re- 
moval of  left  testicle  for  tubercular  disease,  cord  tied  and 
divided  high  up.  On  the  evening  of  the  day  of  operation 
haamorrhage  occurred.  On  removing  the  blood-soaked  dress- 
ings, the  scrotum  was  very  much  distended  with  blood-clot. 
This  was  all  removed,  and  forceps  applied  to  a  bleeding  point 
high  up,  close  to  external  abdominal  ring. 

Child  was  very  cold,  white,  and  nearly  pulseless.  The 
median  basilic  vein  in  left  arm  was  exposed,  and  four  to  six 
ounces  of  saline  solution  (3j  to  Oj)  infused  slowly.  Patient 
rallied,  but  was  very  ill  for  the  next  few  days  ;  white,  anaemic, 
listless,  with  sordes  on  teeth  and  lips.  Temperature  veiy 
high  and  irregular.  The  wound  healed  without  suppuration, 
and  his  condition  improved  slowly  for  a  fortnight,  when  he 
developed  measles.  During  convalescence  he  developed 
general  tuberculosis,  of  which  he  eventually  died,  a  little 
more  than  three  months  after  the  operation. 


CASE    OF    PANCREATIC    CYST. 

SUCCESSFUL  REMOVAL. 


By  S.   J.  SHAEKEY,  M.D.,  and  H.  H.  GLUTTON,  F.R.C.S. 


E.  J — ,  ast.  38,  a  married  woman,  was  admitted  into  St. 
Thomas's  Hospital  under  Dr.  Sharkey's  care  on  November 
4th,  1892.  Her  fatiiier  and  mother  had  lived  to  a  good  old  age, 
and  there  was  nothing  of  note  in  the  history  of  her  re- 
lations. She  had  had  three  miscarriages,  two  children  had 
been  born  dead  at  the  seventh  month,  and  two  were  living. 

The  patient  asserted  that  at  sixteen  years  of  age  she  had  a 
squeeze  in  the  abdomen,  and  suffered  from  pain  in  the  left 
side,  but  from  nothing  else. 

At  twenty-  two  years  of  age  she  was  in  Smedley's  Hydropathic 
Institution  on  account  of  nervous  debility,  and  the  doctor 
pointed  out  a  swelling  in  the  left  side  of  her  abdomen,  which 
she  had  not  noticed  before.  In  February,  1889,  she  had 
a  miscarriage,  and  was  unable  to  get  about  for  two  months, 
being  confined  to  the  sofa,  and  suffering  from  a  severe 
dragging  pain  on  the  left  side  of  the  abdomen,  which  ex- 
tended into  the  left  groin.  At  the  same  time  she  lost  her 
appetite  and  suffered  from  nausea  and  flatulence.  Her 
doctor  said  the  left  side  was  swollen.  Being  never  free 
from  pain,  and  noticing  that  the  swelling  increased,  she  came 
up  to  the  hospital,  and  was  admitted  under  Dr.  Cullingworth 
on  October  30th,  1890. 

A  moveable  globular  tumour  was  then  found  on  the  left 
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side  of  the  abdomen,  and  its  position  could  be  freely  altered 
beneath  the  abdominal  wall ;  it  could  be  pressed  upwards, 
downwards,  or  across  the  middle  line. 

On  the  right  side  the  kidney  was  felt  to  be  moveable. 

On  November  4th  2|  drachms  of  fluid  were  removed  with 
a  fine  trocar  ;  this  was  pale  yellow  and  on  boiling  became 
nearly  solid. 

According  to  the  patient's  statement,  which  was  confirmed 
by  Dr.  Cullingworth,  the  tumour  disappeared,  and  she  was 
discharged  from  the  hospital  on  November  19th,  1890. 

In  the  next  eighteen  months  she  had  occasional  pain,  but 
not  enough  to  make  her  lie  up.  At  the  end  of  this  time  she 
again  noticed  the  swelling,  and  as  it  continued  to  increase  she 
again  saw  Dr.  Cullingworth.  She  was  pregnant  at  the  time, 
and  was  advised  to  wait  until  after  her  confinement  before 
she  submitted  to  any  treatment. 

After  her  accouchement,  which  resulted  in  a  seven  months' 
dead  child,  the  pain  increased  and  she  lost  appetite,  so  she 
again  came  to  Dr.  Cullingworth.  At  the  end  of  October  Mr. 
Glutton  and  Dr.  Sharkey  saw  her  with  iiim,  and  the  consul- 
tation resulted  in  her  being  admitted  under  Dr.  Shai'key  on 
November  4th.  She  was  then  a  healthy-looking,  well 
nourished  Avoman,  and  complained  of  dragging  pains  in  the 
left  side  of  abdomen,  which  were  relieved  by  rest  in  bed. 

On  inspection  the  abdomen  proved  to  be  a  little  un- 
symmetrical,  being  fuller  on  the  left  than  on  the  right. 
This  was  due  to  the  presence  on  the  left  side  of  a  very 
moveable,  globular,  elastic  tumour,  about  the  size  of  a  cocoa- 
nut.  It  was  generally  situated  just  below  the  left  costal 
margin,  but  could  be  moved  to  the  middle  line  of  the 
abdomen,  downwards  at  least  to  the  brim  of  the  pelvis,  and 
upwards,  but  in  the  latter  direction  it  could  never  be  got 
into  the  position  naturally  occupied  by  the  left  kidney.  On 
examining  the  lower  dorsal  and  lumbar  regions  behind  they 
appeared  to  be  symmetrical,  and  there  was  no  evidence  to  be 
obtained  that  the  left  kidney  was  not  in  its  normal  position. 
The  percussion  note  was  dull  over  the  tumour. 

The  right  kidney  was  felt  to  be  somewhat  moveable. 

Urine  had  sp.  gr.  1020,  was  acid,  and  contained  no  albu-- 
men  or  sugar. 
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All  the  organs  appeared  to  be  healthy. 

While  she  was  in  the  medical  ward  before  the  operation 
she  complained  a  good  deal  of  pain,  which  she  generally 
referred  to  the  left  hip,  and  she  had  some  indigestion.  The 
urine  was  always  scanty,  generally  not  more  than  twenty  to 
thirty  ounces. 

November  19th,  1892. — Mr.  Glutton  opened  the  abdomen 
in  the  median  line.  The  cyst  was  found  to  have  no  con- 
nection with  the  left  kidney  or  with  the  pelvic  organs,  but 
was  seen  to  be  situated  behind  the  great  omentum,  between 
the  stomach  and  transverse  colon.  The  omentum  was 
gently  torn  through  and  a  few  ligatures  applied.  The 
globular  cyst  was  at  once  and  quite  easily  lifted  out  through 
the  wound  on  to  the  abdominal  parietes,  bringing  with  it, 
but  without  any  traction,  the  tail  of  the  pancreas.  The 
cyst  was  quite  free  from  attachment  to  any  other  structure. 
It  could  not  be  removed  from  the  pancreas  without  cutting 
through  some  of  the  glandular  substance.  The  splenic 
artery  and  vein  were  found  lying  on  the  posterior  surface 
of  the  cyst-wall,  and  had  to  be  separated  from  it  by  a  very 
careful  dissection.  The  area  of  attachment  or  incorporation 
of  the  cyst  with  the  pancreas  was  about  two  inches  in  dia- 
meter. The  cyst  was  successfully  removed,  without  any 
leakage  of  its  contents.  The  cut  surface  of  the  gland 
required  many  ligatures  to  arrest  bleeding,  and  even  then 
it  continued  to  ooze,  apparently  on  account  of  its  friable 
nature,  which  made  it  difficult  to  apply  a  ligature  without 
tearing  some  of  the  surrounding  tissue.  A  glass  drainage- 
tube  was  on  this  account  inserted  before  the  closure  of  the 
wound  Avith  salmon-gut  sutures. 

For  two  days  after  operation  she  suffered  from  frequent 
vomiting,  but  the  temperature  remained  normal.  The 
drainage-tube  was  then  shifted  and  the  vomiting  ceased. 
It  is  possible  that  the  end  of  the  tube  was  pressing  on  some 
portion  of  the  cceliac  plexus.  The  glass  tube  was  emptied 
by  a  pipette  three  times  a  day,  but  the  quantity  of  fluid 
secreted  was  so  large  that  in  the  intervals  between  its  use  a 
double  layer  of  wood  wool  tissue  was  rapidly  soaked  through, 
'  although  there  was  a  fair  amount  of  cyanide  gauze  round 
the  end  of  the  projecting  tube.      For  the  first  two  days  the 
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fluid  was  blood- stained,  and  then  became  quite  clear.  This 
was  thought  to  be  pancreatic  secretion.  Some  of  it  was, 
therefore,  collected  for  examination  by  Professor  Dunstan, 
who  has  kindly  furnished  a  report,  which  will  be  found  at 
the  end  of  this  paper.  At  the  bottom  of  the  tube  there  was 
always  a  certain  amount  of  gelatinous  or  "  ropy  "  looking 
substance  which  gradually  increased  proportionately  to  the 
total  amount  of  discharge.  She  was  fed  in  the  ordinary 
way,  like  any  other  abdominal  case,  and  so  far  as  we  could 
judge,  the  introduction  of  food  into  the  stomach  produced  no 
material  alteration  in  the  quantity  or  quality  of  the  dis- 
charge. She  seemed  perfectly  well,  and  had  no  real  pain, 
nor  had  she  any  symptoms  that  need  be  detailed  beyond 
the  discharge  of  this  fluid.  The  sutures  caused  some  local 
suppuration,  and  were  removed  on  November  30th.  From 
December  9th  to  29th  the  discharge  from  the  tube  steadily 
diminished.  The  tube  was  removed  on  December  29th,  and 
the  abdominal  wound  was  practically  healed  on  January  6th, 
J  893.  She  left  the  hospital  perfectly  well,  and  with  an 
abdominal  support,  on  January  11th. 

After  the  operation  was  finished  the  cyst  was  opened  and 
the  fluid  examined.  In  colour  it  was  bright  canary  yellow, 
and  turbid  with  cholesterine.  On  boiling  a  small  quantity 
and  adding  acetic  acid  it  became  almost  solid.  The  addition 
of  potash  to  some  of  the  fresh  fluid  produced  very  little 
alteration.  The  remainder  was  handed  over  to  Professor 
Dunstan,  who  reported  as  follows  : 

"  The  first  specimen  of  fluid  from  the  abdominal  cyst  which 
you  sent  here  on  November  19th  bears  a  general  resemblance 
to  pancreatic  fluid,  as  the  following  analytical  data  show  : 


Sp.  gr 1-010 

Total  solids  ....      2-18  per 

cent. 

Ash      .....      0-52     „ 

}) 

"  Percentage  corrfposition  of  total  solids. — 

Albumen        ..... 

1-60 

Fat 

traces 

Extracts,  soluble  in  water 

0-06 

Sodium  chloride      .... 

0-192 

Sodium  carbonate   .... 

0-252 

Phosphates     ..... 

0-074 
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"  Further  examination,  however,  showed  that  the  liquid 
was  unable  to  emulsify  fat,  to  convert  starch  into  sugar,  or 
to  digest  fibrin.  It  therefore  cannot  be  regarded  as  a  pan- 
creatic fluid. 

"  The  second  specimen  of  the  liquid,  received  on  November 
24th  (this  was  the  fluid  discharging  from  the  wound  five 
days  after  operation),  was  undoubtedly  a  true  pancreatic  fluid. 
It  readily  converted  starch  into  sugar  and  dissolved  fibrin. 
In  other  respects  its  composition  seems  to  closely  correspond 
with  that  of  the  first  specimen,  with  the  exception  that  it 
contains  much  more  fat.^' 

The  extreme  mobility  of  this  cyst  and  its  attachment  to 
the  pancreas  alone,  without  any  adhesion  to  the  structures 
surrounding  it  in  the  lesser  peritoneal  sac,  render  it  pro- 
bable that  it  was  a  pure  retention  cyst  of  the  pancreas. 

A  very  large  proportion  of  the  recorded  cases  of  pan- 
creatic cysts,  following,  as  a  general  rule,  an  injury  of  the 
abdomen,  have  been  cases  in  which  the  walls  of  the  cavity 
have  been  adherent  to  all  the  surrounding  structures  in  the 
lesser  peritoneal  sac.  They  have  been  successfully  treated 
by  incision  and  drainage  for  the  simple  reason  that  the 
walls  of  the  cavity  could  not  possibly  be  safely  removed. 

Such  cases,  as  Mr.  Jordan  Lloyd  has  pointed  out  ['  Brit. 
Med.  Journal,'  1892,  vol.  ii,  p.  1051),  are  probably  extravasa- 
tions into  the  lesser  peritoneal  sac  after  an  injury  of  the 
pancreas,  and  are  more  comparable  with  a  localised  peritonitis 
with  adhesion  to  all  the  surrounding  structures  than  a  pure 
retention  cyst  of  the  pancreas. 

This  particular  case  forms  a  marked  contrast  to  such  a 
condition,  and  could  not  possibly  be  placed  in  this  category, 
for  it  had  no  connection  with  any  other  structure  than  the 
pancreas. 


A  CONTRIBUTION  TO  CEANIOLOGY. 


By  F.  G.  PAESONS. 


Foe  many  years  there  has  stood  in  the  museum  of  this 
hospital  a  collection  of  skulls  gathered  from  different  parts 
of  the  world,  and  fairly  representing  the  craniological  fea- 
tures of  the  chief  races  of  mankind.  This  collection,  com- 
prising some  forty  skulls,  illustrates  all  the  commoner 
deviations  from  the  normal  arrangement  of  the  skull,  in 
addition  to   showing  typical  racial  characteristics. 

The  object  of  this  paper  is  to  furnish  the  measurements 
and  capacities  of  these  skulls,  and  by  means  of  reference  to 
the  magnificent  collection  in  the  College  of  Surgeons' 
Museum  to  show  how  far  they  may  be  regarded  as  trust- 
worthy types ;  also  to  record  the  results  of  a  careful  exami- 
nation as  to  the  osteological  peculiarities  of  each  skull. 

While  I  was  measuring  this  collection  of  human  skulls,  I 
thought  it  would  be  well  to  measure  and  examine  the  skulls 
of  the  anthropoid  apes  in  our  museum,  partly  because  they 
ought  to  be  measured,  and  partly  with  a  view  to  comparing 
them  with  the  lower  types  of  the  human  skull. 

As  it  only  falls  to  the  lot  of  a  few  to  work  at  practical 
craniometry,  it  will  be  well  to  preface  the  descriptions  with 
a  few  remarks  as  to  the  methods  that  have  been  used.  In 
the  first  place,  the  measurements  are  the  same  as  those 
chosen  by  Professor  Flower  in  his  catalogue  of  the  College 
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of  Surgeons'  Museum  ;  and  I  should  here  like  to  express  my 
indebtedness  to  Professor  Stewart  for  the  use  of  the  College 
apparatus,  and  to  Mr.  M'Ara  for  assistance  in  using  it. 

The  horizontal  circumference  (C)  is  taken  from  the 
supraoi'bital  line  above  the  glabella  round  the  most  promi- 
nent part  of  the  occiput. 

The  length  (L)  is  taken  from  the  ophryon,  the  centre  of 
a  line  drawn  horizontally  across  the  narrowest  part  of  the 
forehead  to  the  most  distant  point  in  the  occiput. 
The  breadth  (B)  is  the  greatest  parietal  breadth. 
The  index  of  breadth  (Bi)  is  obtained  as  follows — 
B  X   100. 
L 
The  height   (H)  is   taken    from    the  bregma,    where  the 
coronal   and   sagittal  sutures   join  to  the  basion  or   anterior 
margin  of  the  foramen  magnum. 
The  height  index  (Hi)  =  H  x  100. 

L 
The  basinasal  length  (BN)   is  measured  from  the  basion 
to  the  nasion,  the  middle  of  the  naso-frontal  suture. 

The  basialveolar  length  (BA)  from  the  basion  to  the 
alveolar  point,  the  centre  of  the  anterior  margin  of  the 
upper  alveolar  arch. 

The  alveolar  index  (Ai)  =  BA  x  100. 

BN 
This    gives    the   amount    of    prognathism,    and    is    a    most 
important  characteristic  of  race. 

The  nasal  height  (Nh)  from  the  nasion  to  the  lower 
border  of  the  nasal  aperture. 

The  nasal  breadth  (Nw)  the  greatest  width  of  the  nasal 
aperture. 

The  nasal  index  (Ni)  =  Nw  x  100. 

Nh 
The  orbital  width  (Ow)   from  the  point  where  the  ridge 
forming   the   posterior   boundary    of  the   lachrymal   groove 
meets  the  fronto-lachrymal  suture  to  the  most  distant  point 
on  the  outer  edge  of  the  orbit. 

The  orbital  height  (Oh)  taken  at  the  middle  of  the 
anterior  aperture  of  the  orbit. 
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The  orbital  index  (Oi)  =  Oh  x  100. 

Ow 

The  figures  in  all  these  linear  measurements  represent 
millimetres. 

The  capacity  (Cap)  is  taken  by  filling  the  cranium  with 
shot  and  then  measuring  it  under  an  equal  pressure. 

The  figures  represent  cubic  centimetres. 

With  these  preliminary  remarks  I  will  record  the  exami- 
nation of  the  individual  skulls  in  the  order  they  hold  in  the 
Museum. 

No.  1  (A  Skull  from  Waterloo).— C  540,  L  188,  B  148, 
Bi  787,  H  134,  Hi  713,  BN  108,  BA  106,  Ai  981,  Nh  57, 
Nw  27,  Ni  474,  Ow  39,  Oh  32,  Oi  820,  Cap.  1450. 

As  the  breadth  index  of  this  skull  is  between  750  and 
800,  it  is  said  to  be  "  mesaticephalic."  The  alveolar  index 
is  between  980  and  1030 — it   is  therefore  "  mesognathous.''' 

The  nasal  index  is  below  480,  so  that  it  is  "  leptorhine,'' 
while  the  orbital  index  is  below  840,  which  makes  it 
''microseme.^'  The  capacity  is  between  1350  and  1450 
inclusive,  so  that  it  is  "  mesocephalic,"  but  just  on  the 
border  line  between  that  and  "  megacephalic.^^  The  average 
of  mixed  European  skulls  in  the  College  Museum  are  mesa- 
ticephalic,  orthognathous,  leptorhine,  mesoseme,  and  mega- 
cephalic.  This  skull,  therefore,  is  somewhat  below  the 
average.  On  examination  it  is  a  well-marked,  heavy  male 
skull,  the  muscular  markings  are  well  seen,  and  the  external 
pterygoid  plates  much  developed  ;  that  on  the  left  side  joins 
the  sphenoidal  spine. 

2.  Hindoo.— C  502,  L  184,  B  126,  Bi  685,  H  132,  Hi  717, 
BN  103,  BA  62,  Ai  602,  Nh  52,  Nw  25,  Ni  482,  Ow  37, 
Oh  35,  Oi  946,  Cap  1360. 

The  skull  is  dolichocephalic,  markedly  orthognathous, 
mesorhine,  megaseme,  and  mesocephalic.  It  is,  except  for 
the  orbital  index,  above  the  average  of  Hindoo  skulls.  The 
right  jugular  foramen  and  fossa  are  very  large. 

3.  Probably  a  Lascar.— C  515,  L  183,  B  139,  Bi  760, 
H  126,  Hi  689,  BN  101,  BA  99,  Ai  980,  Nh  55,  Nw  21, 
Ni  382,  Ow  38,  Oh  34,  Oi  895,  Cap  1425. 

Mesaticephalic,  mesognathous,  leptorhine,  megaseme, 
and  mesocephalic.      Above  the  average  of  its  class.      The 
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right  external  pterygoid  plate  almost  joins  the  sphenoidal 
spine. 

4.  Probably  a  Lascar.— C  582,  L  188,  B  149,  Bi  814, 
H  137,  Hi  749,  BN  98,  BA  91,  Ai  929,  Nh  46,  Nw  19, 
Ni  413,  Ow  35,  Oh  32,  Oi  914,  Cap  1507. 

Brachycephalic,  orthognathous,  leptorhine,  megaseme, 
megacephalic.  Lascars  are  usually  Mussulmans,  and  their 
skulls  are  higher  in  the  scale  than  those  of  Hindoos.  This, 
however,  is  a  good  skull,  even  for  a  Mussulman.  The 
cranium  is  asymmetrical,  larger  on  the  left  than  the  right. 
The  face,  however,  is  symmetrical. 

5.  Chinese.— C  492,  L  175,  B  138,  Bi  789,  H  124, 
Hi  709,  BN  98,  BA  92,  Ai  939,  Nh  51,  Nw  26,  Ni  510, 
Ow  37,  Oh  33,  Oi  892,  Cap  1250. 

Mesaticephalic,  orthognathous,  mesorhine,  megaseme, 
microcephalic.  A  lower  type  than  the  Chinese  average. 
The  condyles  are  short  and  flat,  and  pathological  changes 
have  occurred  in  the  skull. 

5a.  Chinese  executed  by  decapitation. — C  468,  L  160, 
B  135,  Bi  844,  H  131,  Hi  819,  BN  95,  BA  about  88,  Ai  926, 
Nh  45,  Nw  23,  Ni  511,  Ow  35,  Oh  82,  Oi  914,  Cap  1275. 

Brachycephalic,  orthognathous,  mesorhine,  megaseme, 
microcephalic. 

The  skull  is  very  spherical.  On  the  left  side  there  is  an 
epipteric  bone.  There  are  traces  of  the  suture  between  the 
basioccipital  and  the  sphenoid.  There  are  no  signs  of  the 
last  molars. 

6.  Javanese.— C  497,  L  171,  B  141,  Bi  825,  H  140, 
Hi  819,  BN  102,  BA  101,  Ai  990,  Nh  59,  Nw  28,  Ni  475, 
Ow  39,  Oh  35,  Oi  897,  Cap  1500. 

Brachycephalic,  mesognathous,  leptorhine,  megaseme, 
megacephalic. 

The  brachycephaly  is  characteristic  of  Malays ;  they  are, 
however,  usually  mesocephalic.  The  zygomatic  processes 
of  the  maxilla  are  very  massive,  causing  the  lower  part  of 
the  malar  to  project  further  than  the  upper.  The  sphe- 
noidal fissure  is  large  on  the  right  side. 

7.  Javanese.— C  509,  L  171,  B  146,  Bi  854,  H  134, 
Hi  784,  BN  98,  BA  99,  Ai  1010,  Nh  57,  Nw  26,  Ni  456, 
Ow  38,  Oh  34,  Oi  895,  Cap  1450. 
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Brachycephalic,  mesognatlious,  leptorhine,  megaseme, 
mesoceplialic.  A  fairly  typical  Malay  skull.  The  malars 
are  prominent  as  in  the  last.      Probably  a  female. 

8.  Mummified  head  of  a  male  Maorie,  showing  the 
growth  of  hair  and  the  tattooing. 

9.  American  Indian.— C  519,  L  185,  B  137,  Bi  741, 
H  130,  Hi  703,  BN  99,  BA  96,  Ai  970,  Nh  51,  Nw  23, 
Ni  451,  Ow  39,  Oh  32,  Oi  820,  Cap  1510. 

Dolichocephalic,  orthognathous,  leptorhine,  microsome, 
megacephalic. 

There  is  usually  a  tendency  to  prognathism  in  American 
Indians,  with  a  low  nasal  index ;  the  other  characters  are 
very  variable.  The  capacity  of  this  skull,  however,  is 
decidedly  large,  although,  from  the  damaged  condition  of 
the  occipital  region,  it  was  difficult  to  measure  it  exactly. 
It  apparently  belong  to  a  male. 

10.  American  Indian.— C  542,  L  191,  B  149,  Bi  780, 
H  141,  Hi  738,  Bn  101,  Ba  106,  Ai  1050,  Nh  54,  Nw  29, 
Ni  537,  Ow  43,  Oh  33,  Oi  767,  Cap  1560. 

Mesaticephalic,  prognathous,  platyrhine,  microsome,  mega- 
cephalic. The  breadth  of  the  nasal  aperture  is  the  chief 
distinction  between  this  and  a  typical  American  Indian 
skull.  The  capacity  is  very  great.  The  malar  is  prominent, 
as  in  the  Malay's.  On  the  left  side  there  is  a  prominent 
paroccipital  process,  bearing  a  facet  for  articulation  with  the 
atlas.  The  orbits  show  immense  depressions  for  the  lachry- 
mal sacs.      The  skull  is  apparently  that  of  a  male. 

11.  Knistenaux  or  Southward  Indian  from  Hudson's 
Bay.— C  505,  L  176,  B  145,  Bi  824,  H  141,  Hi  801,  BN 
103,  BA  91,  Ai  883,  Nh  53,  Nw  24,  Ni  453,  Ow  39,  Oh  32, 
Oi  820,  Cap  1420. 

Brachycephalic,  orthognathous,  leptorhine,  microseme, 
mesocephalic. 

A  fairly  typical  skull.  The  nasal  bones  are  well  formed, 
broad,  and  of  nearly  equal  breadth  all  the  way  down. 
There  is  a  prominent  tubercle  on  the  basioccipital  behind 
the  pharyngeal  spine.  Both  condyles  have  a  transverse 
furrow  across  them. 

12.  American  Indian  skull  artificially  deformed  by  fron- 
tal pressure.— C  512,  L  177,  B  144,  Bi  814,  H  125,  Hi  706, 
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BN  93,  BA  90,  Ai  968,  Nh  52,  Nw  25,   Ni  482,  Ow  38,  Oh 
40,  Oi  1053,  Cap  1370. 

Owing  to  the  artificial  deformity  the  indices  are  of  very 
little  value  as  racial  characteristics.  The  skull  is  rendered 
brachycephalic,  and  the  orbital  width  is  exceeded  by  the 
orbital  height,  a  most  unusual  thing  in  human  skulls.  The 
frontal  region  is  flat,  and  slopes  upwards  and  backwards  ; 
the  occipital  region  is  correspondingly  enlarged.  The  right 
squamous  bone  articulates  with  the  frontal. 

13.  Probably  an  American  Indian. — Skull  artificially 
deformed  by  vertical  pressure.  C  523,  L  187,  B  135,  Bi 
722,  H  106,  Hi  566,  BN  89,  BA  81,  Ai  910,  Nh  43,  Nw  19, 
Ni  442,  Ow  36,  Oh  33,  Oi  917,  Cap  1340. 

Dolichocephalic,  orthognathous,  leptorhine,  megaseme, 
microcephalic. 

The  most  notable  point  in  this  skull  is  the  flattening. 
Skulls  usually  vary  in  height  between  120  and  140  mm.  ; 
this  one,  however,  only  measures  106  mm.  The  height 
index,  instead  of  varying  between  700  and  800,  is  only  566. 
The  pressure  from  above  has  apparently  produced  the 
mai'ked  elongation,  which  has  the  appearance  of  being 
greater  than  it  really  is  on  account  of  the  flattening.  The 
forehead  rises  vertically  for  about  two  inches,  and  then 
joins  the  vertex  almost  at  a  right  angle.  The  anterior 
inferior  angles  of  the  parietals  are  produced  into  tongue- 
like processes.  The  skull  appears  to  have  belonged  to  a 
young  individual. 

14.  Inca  of  Peru  from  Illo.— C  497,  L  166,  B  146,  Bi  880, 
H  135,  Hi  813,  BN  97,  BA  93,  Ai  959,  Nh  51,  Nw  24, 
Ni  471,  Ow  37,  Oh  35,  Oi  946,  Cup  1310. 

Brachycephalic,  orthognathous,  leptorhine,  megaseme, 
microcephalic. 

This  may  be  said  to  be  a  typical  Peruvian  skull.  There 
are  no  signs  of  compression.  There  is  a  well-marked  inter- 
parietal bone,  with  a  wormian  bone  at  each  of  the  three 
angles. 

15.  Peruvian. — Skull  artificially  deformed  by  occipital 
pressure.  C  491,  L  161,  B  150,  Bi  932,  H  138,  Hi  857, 
BN  101,  BA  91,  Ai  901,  Nh  51,  Nw  24,  Ni  471,  Ow  39, 
Oh  34,  Oi  872,  Cap  1390. 
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Brachycephalic,  orthognathous,  leptorhine,  mesoseme, 
mesocephalic. 

The  occipital  pressure  has  in  this  case  been  fairly  symme- 
trical. Possibly  the  natural  shortness  of  the  head  was  looked 
upon  by  the  Peruvians  as  a  beauty,  and  induced  them  to 
increase  it  by  artificial  means.  The  artificial  shortening 
has  produced,  as  it  often  does  in  these  Peruvian  skulls,  a 
narrowing  of  the  external  auditory  meatus. 

16.  Peruvian.— C  505,  L  165,  B  158,  Bi  958,  H  133, 
Hi  806,  BN  103,  BA  97,  Ai  942,  Nh  52,  Nw  24,  Ni  460, 
Ow  40,  Oh  38,  Oi  950,  Cap  1530. 

Brachycephalic,  orthognathous,  leptorhine,  megaseme, 
megacephalic.  The  cranium  is  shortened  and  distorted  by 
asymmetrical  occipital  pressure.  The  auditory  meatus  is 
very  narrow.  There  is  a  metopic  suture  dividing  the  frontal 
bone.  There  is  also  an  "  Os  anti-epilepticum "  at  the 
bregma. 

17.  Peruvian.— C  509,  L  158,  B  154,  Bi  975,  H  134, 
Hi  848,  BN  97,  BA  about  93,  Ai  959,  Nh  54,  Nw  31,  Ni  574, 
Ow  39,  Oh  37,  Oi  949,  Cap  1355. 

Brachycephalic,  orthognathous,  platyrhine,  megaseme, 
mesocephalic. 

The  skull  has  been  subjected  to  asymmetrical  occipital 
pressure,  and  has  also  undergone  a  good  deal  of  post-mortem 
damage.  The  auditory  meatus  is  narrow.  The  anterior 
alveolar  margin  is  partially  destroyed,  hence  the  basi-alveolar 
measurement  is  doubtful. 

17a.  Native  Australian  named  '' Boney,'^  from  the  Rich- 
mond River,  in  New  South  Wales,  twenty  miles  from  the 
border  of  Queensland.  He  bore  a  very  bad  character,  and 
was  killed  by  a  boomerang  during  a  drunken  melee.  [Pre- 
sented by  Courtney  Coward,  Esq.] 

C  523,  L  193,  B  131,  Bi  679,  H  138,  Hi  715,  BN  105, 
BA  about  92,  Ai  876,  Nh  51,  Nw  33,  Ni  647,  Ow  41,  Oh  40, 
Oi  976,  Cap  1420. 

Dolichocephalic,  orthognathous,  platyrhine,  megaseme, 
mesocephalic. 

The  skull  is  much  damaged.  There  is  a  chain  of  wor- 
mian bones  in  the  lambdoid  suture.  The  cranium  is  keel- 
shaped,  as  in  most  Australians. 


284  A  Contrihution  to  Craniology. 

18.  Australian  Native. — C  497,  L  179,  B  129,  Bi  721, 
H  133,  Hi  748,  BN  96,  BA  86,  Ai  896,  Nli  45,  Nw  26, 
Ni  578,  Ow  40,  Oh  31,  Oi  775,  Cap  1240. 

Dolichoceplialic,  orthognathous,  platyrhine,  microseme, 
microceplialic. 

This  skull  differs  from  that  of  a  typical  Australian  in 
being  orthognathous  instead  of  prognathous  ;  in  all  the  other 
characteristics  it  is  typical.  It  belonged  to  a  native  named 
Neddy,  one  of  the  Eugowra  tribe,  on  the  Lachlan  river.  New 
South  Wales.  The  skull  is  more  or  less  boat-shaped,  rising 
to  a  keel  in  the  centre,  as  is  so  often  seen  in  Australian 
skulls.  The  left  central  incisor  has  been  lost  during  life, 
having  probably  been  knocked  out  at  puberty.  There  is  a 
transverse  fracture  in  the  frontal  bone,  and  the  left  malar 
appears  to  have  been  fractured  and  displaced  during  life. 

19.  Australian  Native.— C  507,  L  182,  B  130,  Bi  714, 
H  133,  Hi  731,  BN  94,  BA  96,  Ai  1021,  Nh  45,  Nw  27, 
Ni  600,  Ow  41,  Oh  28,  Oi  683,  Cap  1360. 

Dolichocephalic,  mesognathous,  platyrhine,  microseme, 
mesocephalic. 

This  skull,  except  in  the  length  of  the  head  and  breadth 
of  the  nostrils,  is  not  at  all  typical. 

The  cranium  is  boat-shaped,  as  in  19.  The  condyles  are 
flat  and  short,  and  there  is  a  facet  on  the  anterior  margin  of 
the  foramen  magnum  for  the  odontoid  process  to  articulate 
with. 

20.  Australian  Native  from  Botany  Bay. — C  497,  L  174, 
B  135,  Bi  776,  H  133,  Hi  764,  BN  104,  BA  102,  Ai  981, 
Nh  50,  Nw  24,  Ni  480,  Ow  38,  Oh  33,  Oi  868,  Cap  1225. 

Mesaticephalic,  mesognathous,  mesorhine,  mesoseme, 
microcephalic.  By  no  means  a  typical  Australian  skull  as 
far  as  measurements  go  ;  this  is,  perhaps,  accounted  for  by 
its  having  evidently  belonged  to  a  young  person,  as  the 
basilar  suture  is  present  and  the  last  molars  coming  through. 
The  right  central  incisor  has  been  knocked  out  as  in  No.  19, 
according  to  their  custom. 

21.  South  Australian  Native.— C  532,  L  186,  B  150,  Bi  806, 
H  133,  Hi  715,  BN  101,  BA  about  90,  Ai  891,  Nh  55,  Nw  21, 
Ni  382,  Ow  41,  Oh  36,  Oi  878,  Cap  1575. 

Dolichocephalic,     orthognathous,     leptorhine,     mesoseme. 
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megacephalic.  Not  very  typical.  The  alveolar  margin  is 
imperfect,  hence  the  basi-alveolar  length  and  alveolar  index 
are  approximate  only.  There  is  a  large  epipteric  bone  on 
each  side,  and  an  asymmetrical  epactal  bone  encroaching 
more  on  the  right  than  the  left. 

22.  Australian  Native  from  King  George's  Sound. — 
C485,  L  172,  B  129,  Bi  750,  H  127,  Hi  738,  BN  95,  BA  99, 
Ai  1042,  Nh  45,  Nw  23,  Ni511,  Ow  36,  Oh  30,  Oi  833,  Cap 
1250. 

Mesaticephalic,  prognathous,  mesorhine,  microseme, 
microcephalic. 

This  is  apparently  a  female  skull.  The  teeth  are  perfect. 
The  left  squamosal  almost  articulates  with  the  frontal, 

23.  Ebo  Negro.— C  496,  L  182,  B  126,  Bi  692,  H  133, 
Hi  731,  BN  104,  BA  102,  Ai  981,  Nh  50,  Nw  25,  Ni  500, 
Ow  39,  Oh  34,   Oi  872,  Cap  1315. 

Dolichocephalic,  mesognathous,  mesorhine,  microseme, 
microcephalic. 

The  two  chief  characteristics  of  the  negro  skull,  breadth 
of  nasal  aperture  and  prognathism,  are  not  well  seen  in 
this.  The  skull  is  probably  that  of  a  male.  The  incisor 
teeth  are  filed  in  front,  and  the  right  zygomatic  arch  de- 
pressed, probably  by  a  fracture.  The  nasal  bones,  unlike 
those  of  most  negroes,  are  narrow  and  well  arched. 

24.  Ebo  Negro.— C  520,  L  187,  B  138,  Bi  738,  H  139, 
Hi  743,  BN  114,  BA  112,  Ai  982,  Nh  53,  Nw  28,  Ni  528, 
Ow  43,  Oh  36,  Oi  837,  Cap  1525. 

Dolichocephalic,  mesognathous,  mesorhine,  microseme, 
megacephalic. 

The  nasals  are  broad  and  flat,  typically  African.  Only 
one  incisor  remains,  but  that  is  filed  to  a  peg.  There  is  a 
paroccipital  process  and  a  post-glenoid  process  on  both  sides. 
The  lachrymal  canal  is  large. 

25.  Negro.— C  540,  L  198,  B  141,  Bi  712,  H  130,  Hi 
657,  BN  108,  BA  114,  Ai  1056,  Nh  49,  Nw  28,  Ni  571, 
Ow  42,  Oh  33,  Oi  786,  Cap  1490. 

Dolichocephalic,  prognathous,  platyrhine,  microseme, 
megacephalic. 

This  is  a   fairly   typical  African   skull.      The    lachrymal 
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canals   are    large,  the   condyles   flat,   the  sphenoidal   spines 
project  down,  and  the  glenoid  cavities  are  deep. 

26.  Negro.— C  477,  L  166,  B  138,  Bi  831,  H  133, 
Hi  801,  BN  96,  B A  102,  Ai  1062,  Nh  45,  Nw  23,  Ni  51 1,  Ow 
37,  Oh  33,  Oi  892,  Cap  1185. 

Brachycephalic,  prognathous,  mesorhine,  megaseme, 
microcephalic. 

Brachycephaly  is  extremely  rare  in  negroes.  There  is 
a  paroccipital  and  post-glenoid  process  on  both  sides.  The 
skull  is  remarkable  for  the  depth  of  the  depressions  below 
the  orbit  in  the  region  of  the  canine  fossae. 

27.  Negro.— C  483,  L  175,  B  136,  Bi  777,  H  130,  Hi 
743,  BN  99,  BA  113,  Ai   1141,   Nh  49,  Nw  29,  Ni  592,  Ow 

36,  Oh  31,  Oi  861,  Cap  1320. 

Mesaticephalic,  prognathous,  platyrhine,  mesoseme,  micro- 
cephalic. 

The  skull  is  that  of  a  female.  The  lachrymal  canals  are 
large  and  almost  outside  the  orbital  margin.  The  anterior 
and  posterior  clinoid  processes  join.  The  orbital  plates  of 
the  frontal  are  very  convex  upwards. 

28.  Negro.— C  470,  L  166,  B  130,  Bi  783,  H  138,  Hi 
831,  BN  97,  BA  102,  Ai  1052,  Nh  48,  Nw  28,  Ni  583,  Ow 

37,  Oh  35,  Oi946,  Cap  1225. 

Mesaticephalic,  prognathous,  platyrhine,  megaseme, 
microcephalic. 

This  was  labelled  '^  A  skull  remarkable  for  its  rotundity,'^ 
but  the  measurements  and  general  characteristics  leave  little 
doubt  that  it  is  that  of  a  negro.  The  occipital  region  slopes 
upwards  and  backwards  almost  in  a  straight  line,  so  that  the 
foramen  magnum  appears  to  be  at  the  posterior  part  of  the 
skull.  There  are  small  paroccipital  processes.  The  nasals 
are  broad  and  flat.  The  spheno-maxillary  fissure  is  broad, 
as  is  often  found  in  negroes.      The   lachrymal  canal  is  large. 

29.  Ashantee.— C  503,  L  185,  B  125,  Bi  676,  H  136, 
Hi  735,  BN  116,  BA  112,  Ai  965,  Nh  48,  Nw  27,  Ni  563, 
Ow  40,  Oh  37,  Oi  925,  Cap  1370. 

Dolichocephalic,  orthognathous,  platyrhine,  megaseme, 
mesocephalic. 

There  are  only  three  Ashantee  skulls  in  the  College  col- 
lection.     They  are  all  dolichocephalic  and  platyrhine;  two  are 
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mesognathous  and  one  prognathous.  The  orbital  index  varies, 
as  also  does  the  cephalic  index.  This  skull  has  flattened 
condyles.  The  nasals  are  narrow  but  flat.  There  ai-e  slight 
paroccipital  and  postglenoid  processes  ;  also  a  small  epipteric 
bone  on  each  side. 

30.  Native  of  Johana  Island^  near  Madagascar.  Female, 
a3t.  75.— C  495,  L  179,  B  137,  Bi  765,  H  130,  Hi  726,  BN 
92,  BA  105,  Ai  1141,  Nh  50,  Nw  25,  Ni  500,  Ow  38,  Oh  38, 
Oi  1000,  Cap  1330. 

Mesaticephalic,  prognathous,  mesorhine,  megaseme,  mi- 
crocephalic. 

The  cranial  sutures  are  almost  obliterated.  There  is  a 
slight  paroccipital  process  on  the  right  side.  The  condyles 
are  flat.  The  post-glenoid  processes  are  small.  The 
sphenoidal  spines  form  two  prominent  tubercles. 

31.  Hottentot.— C  484,  L  180,  B  121,  Bi  672,  H  126,  Hi 
700,  BN  101,  BA  99,  Ai  980,  Nh  42,  Nw  24,  Ni  571,  Ow 
87,  Oh  29,  Oi  784,  Cap  1115. 

Dolichocephalic,  mesognathous,  platyrhine,  microseme, 
microcephalic. 

As  there  are  only  two  normal  Hottentot  skulls  in  the 
College  Museum  the  number  is  too  small  for  comparison. 
This  skull,  however,  agrees  fairly  well  with  them.  The 
nasals  are  broad  and  flattened. 

32.  Skull  remarkable  for  low  vertical  measurement. 
Probably  European.— C  501,  L  180,  B  132  Bi  733,  H  123, 
Hi  683,  BN  100,  BA  93,  Ai  930,  Nh  51,  Nw  23,  Ni  451,  Ow 
37,  Oh  34,  Oi  919,  Cap  1335. 

Dolichocephalic,  orthognathous,  leptorhine,  megaseme, 
microcephalic. 

This  skull  was  labelled  as  remarkable  for  its  length, 
but  it  is  the  low  vertical  measurement  which  makes  it  appear 
unusually  long. 

33.  The  upper  part  of  a  calvarium  remarkable  for  its 
length. 

The  length  is  205  mm. 

34.  A  skull  remarkable  for  its  narrowness  compared  with 
its  length.— C  518,  L  192,  B  126,  Bi  656,  H  132,  Hi  688, 
BN  100,  BA  100,  Ai  1000,  Nh  54,  Nw  25,  Ni  463,  Ow  37, 
Oh,  31,  Oi  838,  Cap  1470. 
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Dolichoceplialic,  inesognathous,  leptorhine,  microsome, 
megaceplialic. 

This  skull  was  labelled  as  remarkable  for  its  length,  but 
although  the  length  (192  mm.)  is  above  the  average,  the 
breadth  (126  mm.)  is  greatly  below. 

The  forehead  is  high  and  narrow.  There  is  an  epipteric 
bone  on  both  sides. 

35.  A  skull  remarkable  for  its  length.— C  542,  L  196,  B 
141,  Bi  719,  H  130,  Hi  663,  BN  108,  BA  102,  Ai  944, 
Nh  55,  Nw  25,  Ni  455,  Ow  42,  Oh  34,Oi  810,  Cap  1385. 

Dolichocephalic,  orthognathous,  leptorhine,  microsome, 
mesocephalic. 

The  skull  apparently  belonged  to  a  male  European. 

36.  A  skull  remarkable  for  its  rotundity. — C  545,  L  186, 
B  151,  Bi  812,  H  128,  Hi  688,  BN  99,  BA  96,  Ai  970, 
Nh  47,  Nw  24,  Ni  511,  Ow  39,  Oh  33,  Oi  846,  Cap  1640! 

Brachycephalic,  orthognathous,  mesorhine,  mesoseme,  me- 
gacephalic. 

Although  the  length  of  this  skull  is  up  to  the  average, 
the  breadth  is  considerably  above  it ;  hence  the  latitudinal 
index  is  high  and  the  skull  is  brachycephalic.  The  length 
and  breadth  are  so  great  that,  although  the  height  is  below 
the  average,  the  capacity  is  very  large. 

The  skull  bulges  out  at  the  sides.  The  teeth,  with  the 
exception  of  one  molar,  are  very  perfect.  It  apparently 
belonged  to  a  European. 

37.  A  skull  remarkable  for  the  persistence  of  the  inter- 
frontal  (metopic)  suture.— C  496,  L  175,  B  133,  Bi  760, 
H  135,  Hi  771,  BN  97,  BA  94,  Ai  969,  Nh  51,  Nw  24, 
Ni  471,  Ow  38,  Oh  33,  Oi  868,  Cap  1425. 

Mesaticephalic,  orthognathous,  leptorhine,  mesoseme, 
mesocephalic. 

Besides  the  metopic  suture  all  the  other  sutures  are  per- 
sistent. There  is  a  wormian  bone  in  the  lateral  fontanelles 
on  each  side.  The  skull  appears  to  be  that  of  a  male 
European.      No.  16  also  has  a  metopic  suture. 

38.  The  posterior  half  of  a  skull,  showing  the  upper  part 
of  the  supra-occipital  bone  cut  off  by  a  horizontal  suture 
about  an  inch  above  the  external  occipital  protuberance. 

39.  A  skull   showing  a   number  of  wormian  bones  in  the 


A  Contribution  to  Craniology.  289 

lambdoid  suture.— C  502,  L  179,  B  137,  Bi  765,  H  136, 
Hi  760,  BN  102,  BA  100,  Ai  980,  Nh  45,  Nw  28,  Ni  622, 
Ow  38,  Oh  31,  Oi  816,  Cap  1335. 

The  skull  is  negroid  in  type. 

Compare  No.  17a. 

40.  Skull  of  male  gorilla.— L  134,  B  109,  Bi  813,  H 
105,  Hi  783,  BN  132,  BA  192,  Ai  1454,  Nh  97,  Nw  35, 
Ni  361,  Ow  44,   Oh  47,  Oi  1068,  Cap  460. 

Brachycephalic,  prognathous,  leptorhine,  megaseme, 
microcephalic. 

41.  Skull  of  male  orang.— L  128,  B  114,  Bi  890,  H  104, 
Hi  812,  BN  109,  BA  176,  Ai  1614,  Nh  77,  Nw  25,  Ni  324, 
Ow  38,  Oh  44,  Oi  1158,  Cap  490. 

Brachycephalic,  prognathous,  leptorhine,  megaseme, 
microcephalic. 

A  series  of  tables  of  the  indices  of  the  skulls  examined, 
arranged  in  numerical  order,  will  best  illustrate  how  far  they 
are  to  be  relied  on  as  a  distinguishing  characteristic  of  race 
in  such  a  small  collection. 
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Table   I. — Breadth  Indices. 


No 

.  of  skull.                          Race. 

Index. 

Class. 

1 

17 

Peruvian  (deformed)  . 

975 

Brachycephalic. 

2 

16 

Peruvian  (deformed)  . 

958 

M 

3 

15 

Peruvian  (deformed)  . 

932 

» 

4 

14 

Peruvian  (normal) 

880 

» 

5 

7 

Malay 

854 

»> 

i; 

5a 

Chinese 

844 

» 

7 

26 

Negro          .        .         .        .        . 

831 

« 

8 

6 

Malay 

825 

» 

9 

11 

American  Indian 

824 

» 

10 

4 

Lascar 

814 

» 

11 

12 

American  Indian  (deformed) 

814 

» 

12 

36 

European  ?  (rotundity) 

812 

J» 

13 

21 

South  Australian 

806 

„ 

14 

5 

Chinese 

789 

Mesaticephalic. 

15 

1 

European    .         .        .         . 

787 

„ 

16 

28 

Negro  ?       .        .         .         . 

783 

„ 

17 

10 

American  Indian 

780 

„ 

18 

27 

Negro          .... 

777 

3> 

19 

20 

Australian  .... 

776 

„ 

20 

30 

Negro          .... 

765 

„ 

21 

39 

Negro  ?       .        .        .        . 

765 

„ 

22 

37 

European  ? . 

760 

» 

23 

3 

Lascar         .... 

7G0 

„ 

24 

22 

Australian  .... 

750 

„ 

25 

9 

American  Indian 

741 

DolichocephHlic. 

26 

24 

Negro         .... 

738 

„ 

27 

32 

European  (length) 

733 

» 

28 

13 

American  Indian  (deformed) 

722 

„ 

29 

18 

Australian  .... 

721 

„ 

30 

35 

European  (length) 

717 

„ 

31 

19 

Aiistralian  .... 

714 

,, 

32 

25 

Negro          .... 

712 

„ 

33 

23 

Negro          .... 

692 

„ 

34 

2 

Hindoo        .... 

685 

,; 

35 

17a 

Australian  .... 

679 

,, 

36 

29 

Negro          .... 

676 

„ 

37 

31 

Hottentot   .... 

672 

„ 

38 

34 

European? 

656 

„ 

40 

Gorilla         .... 

813 

Brachycephalic. 

41 

Orang          .... 

890 

„ 
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Table  II. — Alveolar  Indices. 


No.  of  skull.                        Kace. 

Index. 

Class. 

1 

30 

Negro  (Madagascar)    .         .         .         1141 

Prognathous. 

2 

27 

Negro 

1141 

>» 

3 

2G 

Negro 

1062 

„ 

4 

25 

Negro 

1056 

„ 

5 

28 

Negro 

1052 

» 

6 

10 

American  Indian 

1050 

„ 

7 

22 

Australian  . 

1042 

„ 

8 

19 

Australian  . 

1021 

Mesognathous. 

9 

7 

Malay 

1010 

„ 

10 

34 

European  ?  . 

1000 

„ 

11 

6 

Malay 

990 

„ 

12 

24 

Negro 

982 

,, 

13 

20 

Australian  . 

981 

„ 

14 

1 

European    . 

981 

„ 

15 

23 

Negro 

981 

„ 

16 

39 

Negro  ? 

980 

„ 

17 

3 

Lascar 

980 

„ 

18 

31 

Hottentot  . 

980 

„ 

19 

36 

European  ? 

970 

Orthognathous 

20 

9 

American  Indian 

970 

)» 

21 

37 

European  ? 

969 

„ 

22 

12 

American  Indian 

968 

,, 

23 

29 

Ashantee  Negro  . 

965 

,, 

24 

14 

Peruvian     . 

959 

„ 

25 

17 

Peruvian 

959 

„ 

26 

35 

European    . 

944 

„ 

27 

16 

Peruvian 

942 

„ 

28 

5 

Chinese 

939 

„ 

29 

32 

European    . 

930 

„ 

30 

4 

Lascar 

929 

,, 

31 

5a 

Chinese 

926 

„ 

32 

13 

American  Indian 

910 

„ 

33 

15 

Peruvian     . 

901 

„ 

34 

18 

Australian  . 

896 

„ 

35 

21 

Australian  . 

891 

„ 

36 

11 

American  Indian 

883 

„ 

37 

17a 

Australian  . 

876? 

„ 

38 

2 

Hindoo 

602 

„ 

40 

Gorilla 

1454 

Prognathous. 

41 

Orang 

1614 

>j 
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Table  III. 

-Vo 

.  of  skul 

1.                         Race. 

1 

17a 

Australian  . 

2 

39 

Negro  ? 

3 

19 

Australian  . 

4 

27 

Negro 

5 

28 

Negro 

6 

18 

Australian  . 

7 

17 

Peruvian     . 

8 

31 

Hottentot   . 

9 

25 

Negro 

10 

29 

Ashantee 

11 

10 

American  Indian 

12 

24 

Negro 

13 

36 

European  ? 

14 

22 

Australian  . 

15 

26 

Negro 

16 

5a 

Chinese 

17 

5 

Chinese 

18 

30 

Negro  from  Madaj 

19 

23 

Negro 

20 

2 

Hindoo 

21 

12 

American  Indian 

22 

20 

Australian  , 

23 

6 

Malay 

24 

1 

European     . 

25 

37 

European  ?  . 

26 

14 

Peruvian     . 

27 

15 

Peruvian 

28 

34 

European  ?  . 

29 

16 

Peruvian     . 

30 

7 

Malay 

31 

35 

European     . 

32 

11 

American  Indian 

33 

32 

European    . 

34 

9 

American  Indian 

35 

13 

American  Indian 

36 

4 

Lascar 

37 

3 

Lascar 

38 

21 

Australian  . 

40 

Gorilla 

41 

Orang 

•Nasal  Indices. 


Index. 

Cla.s. 

647 

Platyrhine. 

622 

» 

600 

„ 

592 

>» 

583 

M 

578 

„ 

574 

„ 

571 

„ 

571 

„ 

563 

„ 

537 

„ 

528 

Mesorhine. 

511 

j> 

511 

» 

511 

„ 

511 

„ 

510 

„ 

500 

„ 

500 

„ 

482 

„ 

482 

„ 

480 

„ 

475 

Leptorhine 

474 

»» 

471 

„ 

471 

„ 

471 

,, 

463 

,, 

460 

„ 

456 

„ 

455 

„ 

453 

„ 

451 

„ 

451 

» 

442 

„ 

413 

„ 

382 

„ 

382 

»> 

361 

„ 

324 

, 
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Table  IV. — Orbital  Indices. 


No.  of  skull.  Race. 

1  13  American  Indian  (deformed) 

2  30  Negro  from  Madagascar 

3  17a  Australian  . 

4  12  American  Indian  (deformed) 

5  16  Peruvian  (deformed) 

6  17  Peruvian  (deformed) 

7  28  Negro 

8  2  Hindoo 

9  14  Peruvian 

10  29  Ashantee 

11  32  European 

12  4  Lascar 

13  5a  Chinese 

14  6  Malay 

15  3  Lascar 

16  7  Malay 

17  26  Negro 

18  5  Chinese 

19  21  Australian 

20  15  Peruvian  (deformed) 

21  37  European  ? 

22  20  Australian 

23  27  Negro 

24  36  European  ? 

25  34  European  ? 

26  24  Negro 

27  22  Australian 

28  23  Negro 

29  9  American  Indian 

30  11  American  Indian 

31  1  European 

32  39  Negro  ? 

33  35  European 

34  25  Negro 

35  31  Hottentot 

36  18  Australian 

37  10  American  Indian 

38  19  Australian 

40  Gorilla 

41  Orang 


Index. 

Cla38. 

1091 

Megaseme. 

1000 

„ 

976 

i> 

950 

„ 

950 

» 

949 

» 

946 

„ 

946 

» 

946 

»» 

925 

» 

919 

») 

914 

„ 

914 

„ 

897 

„ 

895 

„ 

895 

>» 

892 

)) 

892 

„ 

878 

Mesoseme. 

872 

„ 

868 

» 

868 

„ 

861 

„ 

846 

„ 

838 

Microseme 

837 

» 

833 

„ 

827 

» 

820 

>» 

820 

» 

820 

» 

816 

„ 

810 

„ 

786 

„ 

784 

» 

775 

»> 

767 

„ 

683 

» 

1068 

Megaseme. 

1158 
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Table  Y.—Cra 

nial 

Ca^ 

pacities. 

No.  of  skull.                          Race.                                        Capacity. 

CiasB. 

1 

36 

European? 1640  c.c. 

Megacephalic. 

2 

21 

Australian  . 

1575 

„ 

3 

10 

American  Indian 

1560 

» 

4 

16 

Peruvian     . 

1530 

j> 

5 

24 

Negro 

1525 

» 

6 

9 

American  Indian 

1510 

„ 

7 

4 

Lascar 

1507 

>> 

8 

6 

Malay 

1500 

» 

9 

25 

Negro 

1490 

>> 

10 

34 

European  ?  . 

1470 

„ 

11 

1 

European    . 

1450 

Mesocephalic. 

12 

7 

Malay 

1450 

>j 

13 

37 

Eui'opean  ? . 

1425 

» 

14 

3 

Lascar 

1425 

>i 

15 

17a 

Australian  . 

1420 

M 

16 

11 

American  Indian 

1420 

M 

17 

15 

Peruvian     . 

1390 

„ 

18 

35 

European    . 

1385 

» 

19 

17 

Peruvian     . 

1375 

,, 

20 

12 

American  Indian 

1370 

» 

21 

29 

Ashantee     . 

1370 

,, 

22 

2 

Hindoo 

1360 

„ 

23 

19 

Australian  . 

1360 

„ 

24 

17 

Peruvian     . 

1355 

„ 

25 

13 

American  Indian 

1340 

Microcephalic 

26 

39 

Negro  ? 

1335 

,, 

27 

32 

European    . 

1335 

„ 

28 

30 

Madagascar 

1330 

„ 

29 

27 

Negro 

1320 

„ 

30 

23 

Negro 

1315 

„ 

31 

14 

Peruvian 

1310 

jj 

32 

5a 

Cliinese 

1275 

J 

33 

5 

Chinese 

1250 

jj 

34 

22 

Australian  . 

1250 

„ 

35 

18 

Australian  . 

1240 

ij 

36 

28 

Negro 

1225 

J, 

37 

20 

Australian  . 

1225 

„ 

38 

26 
40 
41 

Negro 
Gorilla 
Orang 

1185 
460 
490 

>> 

EEPORTS. 


MEDICAL    EEPOET. 
18  91. 


By  hector  W.  G.  MACKENZIE,  M.A.,  M.D.,  F.R.C.P., 

MEDICAL  BEGI8TBAB. 


Table  I. — General  Statement  of  Medical  and  Surgical  Patients. 

Males.         Females.         Total. 

Number  of  patients  in  Hospital,  Jan.  1st,  1891         ...     200  ...     148     ...     348 

„  „  „  Dec.  31st,  1891       ...     213  ...     168     ...     381 

„  „         discharged  or  died  during  1891 : 

Males  Females.  Total.        Rate  per  cent. 

Cured  ...  ...  1672     ...  1074     ...  2746     ...       58-8 

Relieved  ...  ...     535     ...     549     ...  1084     ...       23'2 

Unrelieved  or  other  causes    ...     137     ...     132     ...  269     ...        5*9 

Died  ...  ...     357     ...     211     ...  568     ...       121 


2701  1966  4667 

Average  number  of  days  of  each  medical  patient's  stay  in  hospital — 24*6. 
„  „  surgical  „  29*1. 


Table  II. — General  Medical  Statement. 

Number  of  Medical  Beds'...                ...                ...                ...  ...     171 

Males.        Females.        Total. 

Numberof  patients  in  Medical  Wards,  Jan.  1st,  1891   ...       69     ...     63  ...     132 

„              „        admitted  during  the  year  1891      ...  1021     ...  837  ...  1858 

Total                 ...                 ...  1090     ...  900  ,..  1990 

in  Medical  Wards,  Dec.  3l8t,  1891...       62     ...     62  ...     124 

„              „        treated  to  a  termination  during  1891  1028     ...  838  ...  1866 
„              „        discharged  or  died  during  1891 : 

Males.         Females.         Total.       Rate  percent. 

Cured                  ...                 ...     443     ...     331     ...     774     ...  41-47 

Relieved              ...                 ...     271     ...     334     ...     605     ...  32-43 

Unrelieved  or  other  causes  ...       64     ...       37     ...     101     ...  5-41 

Died                    ...                 ...     250     ...     136     ...     386     ...  2068 


Total     ...  ...   1028     ...     838     ...   1866     ... 

Average  number  of  days  of  each  patient's  stay  in  hospital — 24-6. 

*  This  does  not  include  21  beds  in  Adelaide  Ward,  the  statistics  of  which  are 
given  in  the  Report  of  the  In-patient  Department  for  Diseases  of  Women. 
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Table  III. — General 


DISEASE. 


I.  Gbnebal  Diseases. 
Botheln    . 
Measles 
Influenza  . 


Scarlet  fever 
Enteric  fever 


Erysipelas 


Mumps 
Diphtheria 


Diphtheritic  paralysis 

Febricula  . 
Fever,  ?  cause   . 

Pertussis  . 

Ague 

Syphilis     .         .         . 

Hydrophobia     . 

Pyaemia     . 


Number 
of  cases. 

Age. 

Duration  of  residence. 

■3 
0 
ei 

4 

4 
68 

21 

42 

30 

1 
88 

5 

1 
4 

7 
3 

1 
1 

.      2 

M. 

"i 

46 

11 

28 

15 

42 

5 

4 

3 
2 

1 
1 

1 

F. 

4 

3 

22 

10 
14 

15 

1 
46 

0 
1 

1 

3 

1 

0 
1 

S 

1 

II 

1 
1 

23 

4 
4 

5 
33 

2 

3 
2 

24 

3 

15 

1 
22 

i 

1 
J, 

2 

i 

2 
3 

13 
2 

1 

2 
6 

4 
2 

4 

1 

17 

3 

5 

7 

"4 

10 
21 

3 

4 
9 

9 

4 
17 

6 

17 

17 

10 

4 

2 

12 
4 

4 

6 

1 
2 

1 

5 

6 

3 

44 

30 

6 

1 

1 
2 

6 
3 

23 

2 

1 
1 

2 

i 

5 
2 

i 

5 

1 
1 

... 

... 

... 

1 

4 

1 

2 

7 

... 

2 

3 
1 

"i 

1 

1 

1 
1 

2 

1 

1 

1 

... 

!!! 

1 

1 

1 

... 

1 

... 

... 
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Table  of  Diseases. 


Cured, 


M.  F. 


Re- 
lieved. 


M.  F. 


Unre- 
lieved. 


M.  F. 


M.  F 


Died, 


REMARKS. 


...    4 

1    3 

4019 


7 
22 


14 


20 


13 


21 


21 


1.. 

i 
1    1 


The  cases  of  rotheln  were  all  in  nurses. 

31  cases  were  complicated  with  pneumonia,  of  which  9  proved 
fatal  J  7  with  lobar,  2  with  broncho-pneumonia.  In  6  cases  there 
was  bronchitis,  in  1  morbus  cordis,  in  1  granular  kidneys.  With 
one  exception  all  the  cases  were  admitted  between  April  22  and 
June  29.     2  ward-maids  and  2  nurses  among  those  aflFected. 

15  originated  in  the  hospital,  the  patients  having  been  admitted 
for  some  other  complaint.  4  were  cases  of  burns  or  scald.  Of 
the  fatal  cases,  there  was  no  P.M.  in  1 ;  pulmonary  collapse  in  1. 

In  6  cases  relapses  occurred,  in  3  of  which  there  was  a  second  re- 
lapse. Of  the  fatal  cases,  there  was  no  P.M.  in  3,  in  one  of 
which  there  was  probably  perforation.  Perforation  was  found 
P.M.  in  5.  Hsemorrhage  occurred  in  5,  tympanites  in  1,  hyper- 
pyrexia in  1.  Diarrhoea  prevailed  more  commonly  than  has  been 
usual  of  late  years ;  in  only  12  was  there  constipation  through- 
out. Spots  were  observed  in  31  cases ;  they  were  abundant  in 
12  cases,  of  which  1  was  fatal ;  few  or  moderate  in  number  in 
19,  of  which  5  were  fatal;  absent  in  11  cases,  of  which  5  were 
fatal.  Influenza  occurred  during  convalescence  in  1,  thrombosis 
in  2,  periostitis  in  1. 

All  but  2  facial  erysipelas.  Albuminuria  occurred  in  8,  3  of  which 
were  fatal.  No  P.M.  in  1.  Chronic  interstitial  nephritis  in  1, 
hypostatic  congestion  of  the  lungs  in  1. 

The  patient  was  a  nurse  in  the  hospital. 

8  cases  included  were  doubtful.  Intubation  alone  was  performed 
in  11  cases,  with  9  deaths;  tracheotomy  alone  in  29  cases,  with 
20  deaths;  intubation  followed  by  tracheotomy  in  3,  with  2 
deaths.  Albuminuria  was  noted  in  13  of  the  non-fatal  and  in 
18  of  the  fatal  cases.  Paralytic  symptoms  were  noted  in  10  of 
the  non-fatal  and  in  7  of  the  fatal  cases.  Hyperpyrexia  (temp. 
109°  F.)  occurred  in  1  case,  a  child  of  2.  Noma  occurred  in  1,  and 
the  patient  was  transferred  to  the  surgical  side,  where  he  died. 

Paralysis  of  diaphragm  in  1,  albuminuria  in  1.  No  history  of 
diphtheria  in  1. 

1  suspected  typhus,  sent  to  fever  hospital ;  1  (?)  pneumonia.     In 

the  fatal  case,  an  infant  of  10  weeks,  the  P.M.  was  negative. 
Bronchitis  in  3,  broncho-pneumonia  in  1. 
1  a  doubtful  case. 

Perichondritis  of  costal  cartilages,  &c. 
Patient  a  heavy  drinker.   Symptoms  those  of  hydrophobia.    P.M. 

negative. 
1  secondary  to  acute  periostitis;  1  chronic  case,  miscarriage  3 

months  before  death,  endometritis,  abscesses  spleen  and  lungs, 

vegetations  on  mitral  valve. 
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Table  III- 


DISEASE. 


Number 
of  CHses. 


I.  General  Diseases- 
tinned. 
Acute  rheumatism 


Chronic  articular  rheuma 

tisra 
Gonorrhoeal  rheumatism 

Gout 

Rickets     .         . 

Myxoedema 
Diabetes  mellitus 


Purpura    . 

Haemophilia 

Scurvy 

Anssmia     . 

Pernicious  anaemia 
Leucocythsemia 


Lympbadenoma 

General  tuberculosis 
Disseminated      malignant 
disease 

Diseases  of  the  Skin, 
Erythema 
Erythema  nodosum 
Erythema  bullosum 
Psoriasis    . 
Eczema 

Scleroderma 


74 


43  31 


Age. 


1... 


23 


25 


16 


16 


Duration  of  residence. 


4  2683 


11 
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continued. 


Re- 
lieved. 


;3i 


Unre- 
lieved 


M.  F 


M.  F 


Died. 


M.  F, 


REMARKS. 


39  were  cases  of  first  attack,  of  which  there  were  23  males  and 
16  females.  Of  the  eases  of  first  attack,  in  13  there  was  evidence 
of  mitral  disease,  in  1  of  both  mitral  and  aortic  disease,  in  2  of 
pericarditis,  in  1  of  pleurisy,  and  in  1  of  rheumatic  nodules.  Of 
the  cases  of  second  or  later  attack,  in  11  there  was  mitral,  in  2 
aortic,  in  1  both  mitral  and  aortic  disease,  and  in  2  pericarditis. 


Pelvic  peritonitis  followed  in  female,  and  the  patient  was  trans- 
ferred to  Adelaide. 

Trace  of  albumen  in  3.  Aortic  obstruction  in  1.  Dementia 
during  acute  attack  in  1. 

Diarrhoea  and  vomiting  in  1  fatal  casej  pulmonary  collapse  in 
the  other. 

Carbuncles  in  1,  boils  in  1,  albuminuria  in  3,  dementia  in  1,  reti- 
nitis in  1.  Knee-jerks  noted  as  present  in  7.  Of  the  fatal 
cases :  diphtheria  in  1,  vegetations  on  mitral  valve  and  tubular 
nephritis  in  1. 

Of  the  fatal  cases :  pneumonia  and  endocarditis  in  1,  rickets  in  1. 

Menorrhagia  the  principal  symptom  in  this  case. 

History  of  privation  for  3  months.  Death  from  cerebral  bsemor- 
rhage  (see  Special  Abstracts). 

Anasarca  in  7,  spleen  enlarged  in  1,  rheumatic  pains  in  1,  dyspepsia 
in  7.     In  fatal  case  suspicion  of  poisoning. 

The  patient,  who  left  unrelieved,  died  the  day  after  leaving.  The 
same  patient  was  in  the  hospital  during  the  greater  part  of  1890. 
A  full  account  of  the  case  is  published  in  the  *  Clin.  Soc.  Trans.,' 
1891.  In  the  fatal  case  enlargement  of  lymphatic  glands  gene- 
rally and  of  spleen  and  liver  (see  Special  Abstracts). 

Pleuritic  efl'usion  in  2.  Cerebral  haemorrhage  in  1  of  the  fatal 
cases,  a  boy  aged  9. 

Alcoholic  history  and  advanced  cirrhosis  of  liver  in  adult  fatal  case. 

Praevertebral  and  mediastinal  glands,  liver,  pancreas,  &c.,  sarco- 
matous. 


1  of  face,  1  of  legs,  4  general, 
eczema  and  broncho-pneumonia. 
Small  patch  on  back. 


Fatal  case  an  infant;  acute 
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Table  III— 


DISEASE. 


II.  Diseases  op  the  Skin — 
continued. 
Urticaria  . 
Herpes  frontalis 
Impetigo  . 
Lupus 


Malignant  disease  ot  skin 


III.  Diseases  of  the  Respi- 
EATOBY  System. 
Laryngitis 
Tubercular  laryngitis 

Syphilis  of  larynx 

Papillomata  of  larynx 

Malignant  disease  of  larynx 

Stenosis  of  larynx     . 

Paralysis  of  abductors 

Croup 

Acute  bronchitis 


Chronic  bronchitis 


Emphysema 
Broncho-pneumonia  . 

Acute  pneumonia 


Number 
of  cases. 

Age. 

Duration  of  residence. 

■3 
"o 
H 

1 

1 

2 
10 

1 

3 
5 

1 
1 
2 
2 
1 
5 
50 

31 

3 

49 

102 

M. 

1 
1 
2 
3 

1 

3 

4 

i 
2 

1 
1 
5 

32 
17 

2 

25 

85 

P. 

rs 

a 

0 

0 
1 

1 

c 

0 
1 

0 

1 

0 
1 

1 

2 
M 
^ 

t 

1 

1; 

CO 

4 

01 

CO 

S 

1 

... 

1 

'7 

1 

1 

1 
4 

2 

5 
1 

"i 
1 

3 

"i 

1 

... 

1 

1 

2 

1 

1 

1 

1 

1 

1 

1 

1 

1 

2 

1 

"i 

2 
22 

8 

16 
26 

1 
1 

3 
1 

1 

1 

1 

1 
1 

1 

"i 

1 

3 
12 

3 

1 
12 

26 

1 

"i 

i 

••• 

1 

1 

18 
14 

1 

24 

17 

5 

20 

5 
1 

3 
1 

5 
1 

5 
5 

3 
6 

1 

7 
8 

2 

2 

9 

14 
13 

1 
15 

38 

2 

5 

1 
5 

10 

1 

1 
2 

1 

42 
6 

6 

7 

1 
15 

29 

21 

12 

8 

4 
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continued. 


Cured. 


Be- 
lieved. 


M.  V. 


M.  F. 


5 
2515 


2\  1 

i 
1611 


Uiire- 
ieved. 


Died. 


M.  F.  M.  F 


1119 


61 


14 


REMARKS. 


After  influenza. 

In  9  cases  the  face  affected,  in  1  the  hand.  8  cases  treated  by 
Koch's  method  with  temporary  benefit.  1  case  developed  ery- 
sipelas and  1  measles  while  under  treatment. 

Skin  over  thorax  very  extensively  affected  with  sarcoma.  Phthisis 
of  both  lungs  and  pleurisy. 


1   In  3  the  lungs  extensively  diseased.     2  cases  treated  by  Koch's 
method,  of  which  1  proved  fatnl,  and  the  other  derived  no  benefit. 
Tracheotomy  performed.     The  case  complicated  by  goitre. 
Removed  by  intra-laryngeal  method. 


22   3 


Tracheotomy  performed  in  both.     Perichondritis  in  1. 

Tracheotomy. 

Suspected  diphtheria  in  2  cases. 

3  after  influenza.  Mitral  disease  in  1,  albuminuria  in  3,  emphy- 
sema in  1,  cretinism  in  1.  Of  the  fatal  cases,  5  infants;  fibroid 
phthisis  in  the  adult  case,  a  man  aged  60. 

Hypertrophy  and  dilatation  of  right  side  of  heart  in  all  the  fatal 
cases,  emphysema  in  3,  broncho-pneumonia  in  2,  chronic  con- 
gestion of  organs  in  3,  cyanosis  with  tricuspid  incompetence  in 
1.  Of  the  non-fatal  cases :  mitral  incompetence  in  2,  mitral  and 
aortic  valvular  disease  in  2,  albuminuria  in  3,  emphysema  in  3. 
l'  Chronic  congestion  of  organs,  with  dilatation  and  hypertrophy  of 
the  right  side  of  the  heart,  in  all.     Glycosuria  in  1. 

2  after  measles,  1  after  influenza.  The  fatal  cases  all  infants  or 
young  children.  No  P.M.  in  6.  Tubular  nephritis  in  1,  super- 
ficial ulceration  of  intestines  in  1. 

An  unusual  excess  of  males  over  females,  the  proportion,  as  de- 
duced from  the  experience  of  the  preceding  eleven  years,  being 
13  :  4.  The  situation  of  the  disease  was  in  the  right  lung  in  61, 
in  the  left  in  31,  in  both  in  9,  indeterminate  in  1.  Of  the  cases 
on  the.  right  side :  in  12  the  apex,  in  1  the  middle,  in  45  the 
base,  and  in  3  the  whole  of  the  lung  was  affected.  Of  those  on 
the  left :  in  5  the  apex,  in  2  the  middle,  in  23  the  base,  and  in 
1  the  whole  of  the  lung  affected.  Of  the  fatal  cases  :  contracted 
granular  kidneys  in  3,  aortic  valvular  disease  in  1,  cirrhosis  of 
liver  in  1,  pericarditis  in  3,  acute  pleurisy  in  1,  great  enlarge- 
ment of  liver  in  1.  History  of  alcoholism  in  9,  of  which  4  proved 
fatal.     History  of  injury  in  3.     7  cases  admitted  moribund. 
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DISEASE. 


[II.  Diseases  of  the  Respi- 
EATOEY  System  —  con- 
tinued. 
Phthisis    .        .        .         . 


Haemoptysis 

Bronchiectasis 

Pneumothorax 
Pleurisy     . 

Empyema 


Asthma 

Malignant  disease  of  lung 

Do.  of  mediastinum 

IV.    Diseases   of   the    Oe- 

GAKS  OF  ClECULATION, 
Pericarditis 


Adherent  pericardium 
Valvular    disease    of    the 
heart — (a)  Mitral : 
i.  Stenosis 


Number 
of  cases. 


79 


44 


19 


35 


20 


16 


Duration  of  residence. 


C3| 


216 


15 


2017 


15 


^'^ 


22  16  20 


1    7 


11 


16 


..    3 


51  3 


14 


■*  I   «D  I   0> 


s  s  a 
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Cured, 


27 


11 


Re- 
lieved 


,26  27 


4... 

...    1 

...    1 
710 


...    2 


11 


Unre-  Digj, 
lieved. 


M.  F.  M.  F. 

i      i 


15 


V... 

i 
2|  2 

2I  1 


2;  5 


REMARKS. 


History  of  alcoholism  in  7  male  cases,  4  of  which  were  fatal. 
Transposition  of  viscera  in  1,  Of  the  fatal  cases :  no  P.M.  in  2 ; 
in  all  both  lungs  affected;  in  8  cases  the  right  lung  the  more 
advanced,  in  6  the  left,  and  in  the  remainder  the  disease  equal 
on  the  two  sides ;  the  larynx  affected  in  3,  the  trachea  in  1  j 
ulceration  of  intestines  in  6,  in  1  of  which  acute  perforative 
peritonitis  had  occun-ed;  pneumothorax  in  1,  fatty  liver  in  4, 
cirrhosis  of  liver  in  2,  chronic  interstitial  nephritis  in  2,  aortic 
and  mitral  valvular  disease  in  1,  perihepatitis  in  1,  chronic  peri- 
tonitis in  1,  acute  miliary  tuberculosis  in  1,  old  calcified  empy- 
ema in  1.  6  cases  admitted  moribund.  4  cases  treated  with 
tuberculin  or  its  derivatives  with  doubtful  benefit. 

Signs  of  phthisis  in  5,  mitral  stenosis  in  1.  In  1  case  abortion 
occurred. 

Phthisis  and  plumbism  in  non-fatal  case.  Chronic  pneumonia 
and  pleuritic  effusion  in  fatal  case. 

Case  of  phthisis. 

The  fatal  case  tubercular.  21  on  the  right  side,  26  on  the  left. 
In  1  case  scarlatina  developed,  and  the  pleuritic  effusion  becoming 
purulent,  resection  of  rib  was  performed.  Aspiration  performed 
in  16  cases  once,  and  in  1  case  twice.     Dry  tapping  in  1  case. 

13  on  the  right  side,  15  on  the  left.  Resection  of  rib  performed 
in  26  out  of  the  28  cases,  of  which  5  proved  fatal.  1  case  with 
a  chronic  discharging  sinus  was  transferred  to  the  surgical  side. 
Of  the  fatal  cases :  broncho-pneumonia  in  2,  pericarditis  in  2, 
cerehral  abscess  on  the  same  side  as  the  empyema  in  1. 

Growth  infiltrating  root  of  left  lung ;  pneumonia  and  pericarditis 

also. 
Right  empyema  in  1,  for  which  resection  of  rib  was  performed; 

oesophagus  and  pericardium  invaded  in  1 ;  blocking  of  superior 

vena  cava  in  1 ;  cirrhosis  of  liver  in  1. 

History  of  rheumatism  in  4,  dry  pleurisy  in  1,  mitral  valvular  dis- 
ease in  2,  aortic  in  1.  Of  the  fatal  cases  :  1,  a  child  age  3,  ad- 
mitted moribund;  tubercular  pleurisy  and  phthisis  in  1. 

Anasarca  and  chronic  congestion  of  liver  in  this  case. 


Rheumatic  history  in  11 ;  no  history  of  rheumatism  in  8,  but  in  2 
of  the  latter  a  history  of  chorea.  Of  the  fatal  cases :  in  4  the 
stenosis  extreme,  in  1  adherent  pericardium,  in  1  pneumonia,  in 
2  bronchitis,  in  1  pleurisy,  in  1  pulmonary  apoplexy,  in  1  (a 
woman  aged  60)  patent  foramen  ovale  (see  'Path.  Soc.  Trans.,' 
1891),  in  1  old  hydatid  of  liver.     No  P.M.  in  1. 
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Table  III- 


DISEA.SE. 


IV.  Diseases    of    the    Or- 
gans OF  ClECULATION— 
continued. 
ii.  lucompetence 

iii.  Stenosis  and  lucompe- 
tence 

(i)  Aortic .         .         .         , 
(c)  Mitral  and  aortic 

{d)  Ulcerative  endocarditis 

Congenital  heart  disease    . 

Palpitation 
Dilated  heart     , 
Thoracic  aneurysm     . 


Thrombosis 
Raynaud's  disease 

V.  Diseases  of  the  Duct 
LESS  Glands. 
Exophthalmic  goitre  . 
Goitre 

Enlargement  of  spleen 
Addison's  disease 


Number 
of  cases. 


Age. 


M. 


16    8 
14   6 


12 


19 


2  2 

3  1 


VI.  Diseases  of  the  Diges- 
tive Organs. 

1.  Alimentary  canal. 

Pharyngitis  .  .  .  1 
Retro-pharyngeal  abscess  .1  1 
Tonsillitis  .         .         .(32 


8...    1 
8... I  1 


11. 

1 
1 


1    2! 


1 

1 ...    1 
1319    2 


11 


12 


1    3 
1 

3    1 


1    1 


Duration  of  residence. 


o»     ■*     (N 


^^'s 


.    2   8 


1    2 


3    2 


8,  5 


1    1 
..    1 


2  1 
1  1 
1 


11 


_L     I 
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continued. 


Cured. 


M.  F. 


Re- 
lieved 


Unre- 
lieved 


M.  F. 


Died, 


M.  F, 


REMARKS. 


10 


19 


Rheumutic  history  in  12;  no  history  of  rheumatism  in  4.  Bron- 
chitis in  4,  ascites  in  2,  phthisis  in  1,  pleuritic  eifusion  in  1. 

Rheumatic  liistory  in  10;  no  history  of  rheumatism  in  3;  not 
noted  in  1.  Of  the  fatal  cases  :  no  P.M.  in  1,  adherent  pericar- 
dium and  pneumonia  in  1,  emphysema  in  1. 

Rheumatic  history  in  7.  Suspicion  of  aneurysm  in  2,  adherent 
pericardium  in  1,  Raynaud's  disease  in  1,  dementia  in  1.  Of 
the  fatal  cases :  no  P.M.  in  1,  obesity  in  1. 

Rheumatic  history  in  24;  no  history  of  rheumatism  in  2;  others 
doubtful.  Mitral  stenosis  in  6,  4  of  wliich  were  fatal  cases. 
Adherent  pericardium  in  4,  pericarditis  in  2,  extreme  atheroma 
of  aorta  in  1,  angina  pectoris  in  1,  peritonitis  in  1,  meningitis 
in  1,  pneumonia  in  1. 

Infarcts  in  spleen  and  kidneys;  embolism  of  left  middle  cerebral 
artery  (see  Special  Abstracts). 

In  fatal  case  (an  infant  of  9  weeks)  patent  ductus  arteriosus,  aorta 
arising  from  both  ventricles,  impervious  pulmonary  orifice. 

History  of  alcoholism  in  1,  and  of  rheumatism  in  1 ;  heart  fatty  in  2. 

History  of  alcoholism  in  2,  of  syphilis  in  1,  of  rheumatism  in  2. 
The  ascending  part  of  the  arch  affected  in  6,  the  transverse  part 
of  the  arch  in  4,  the  descending  part  in  1.  Of  the  fatal  cases: 
erosion  of  vertebra?  in  1,  tubercle  of  lung  in  1,  adherent  peri- 
cardium and  cirrhosis  of  liver  in  1. 

Both  of  the  right  femoral  vein. 

History  of  alcoholism  in  1 ;  rheumatoid  arthritis  in  1. 


Bronzing  of  skin  in  1 ;  general  oedema  in  1. 
1  case  transferred  to  surgical  side. 

In  fatal  case  tubercle  of  lungs;  supra-renals  caseous  (see  Special 
Abstracts). 


Tracheotomy  performed  on  account  of  dyspncea.     No  P.M. 
1  house  surgeon,  1  nurse.     Chronic  enlargement  of  tonsils  in  4, 
erythema  nodosum  in  1,  suppuration  in  2. 
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Table  III- 


DISEASE. 


Number 
of  cases. 


VI.  Diseases  op  the  Di- 
gestive Oegans — con-\ 
tinned.  ] 

Stricture  of  oesophagus       .      7 


Dyspepsia 
Gastric  ulcer 


Vomiting 


1 
1 
1813 


Hsematemesis    . 
Malignant   disease  of  sto- 
mach 


Diarrhoea 


Enteritis   . 

Dysentery 

Colic 

Constipation 

Intussusception 


Internal  strangulation 

Malignant  disease  of  intes 
tines 


Obstruction  (other  forms) 


Perityphlitis      .         .         .24 
Perforation  of    vermiform      2 
appendix 


Age. 


50  26  24  28 


Duration  of  residence. 


0»  I   -^  I   CM 
III 


^iS 


1... 


1    2 


611 

41  6 


2612 


Tji      CO  ,  OS      « 

<N  4  «  gi 


1    2 


lO!  6 

12'  5 

3... 


11  5 
1!  1 


12 
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continued. 


Cured, 


M  F 


Re- 
lieved 


12 


15 


13 

416 
2 


19 


M.  F. 


Unre-  Diej. 
Iieved. 


M.  F, 


M.  F 


4... 


3    3 


1'  5 


2    2 


9,  6 


3    2 


1(  1 


li  1 


REMARKS. 


All  cases  of  malignant  disease.  Of  the  fatal  cases :  in  1  gastrostomy 
performed  2  days  before  death ;  in  1  communication  between 
trachea  and  oesophagus,  in  which  case  tracheotomy  was  per- 
formed ;  in  1  acute  pneumonia  supervened.  Of  the  cases  unre- 
lieved :  1  was  transferred  to  the  surgical  side,  where  gastrostomy 
was  subsequently  performed,  but  the  patient  died  14  days  later. 
Dementia  in  1  case. 

Of  the  fatal  cases:  hffimorrhage  in  2,  perforation  with  peritonitis 
in  4 ;  in  one  of  the  latter  there  had  been  no  previous  symptoms. 
Of  the  non-fatal  cases :  hffimatemesis  in  22. 

4  probably  hysterical.  Pregnancy  in  1,  dilated  stomach  in  1, 
round  worms  in  1. 

All  the  males  alcoholic.     No  P.M.  iu  the  fatal  case. 

Of  the  fatal  cases  :  in  2  the  cardiac  end  afPected,  in  3  the  pylorus, 
and  in  1  both  surfaces  and  the  greater  curvature;  acute  perito- 
nitis in  1,  pneumonia  in  1,  chronic  interstitial  nephritis  in  1. 
Of  the  non-fatal  cases  :  pylorus  afl'ected  in  2. 

The  fatal  cases :  all  infants,  and  all  occuri'ed  in  the  summer  and 
autumn;  rickets  in  1,  broncho-pneumonia  in  1.  Of  the  non- 
fatal cases,  4  were  chronic. 

A  chronic  case.     The  patient  had  worked  in  sewers  for  9  years. 

Erythema  nodosum  in  1  case. 

4  chronic  cases.     Mitral  incompetence  in  1. 

All  treated  by  inflation.  In  fatal  case  intussusception,  which  was 
of  small  into  large  intestine,  not  wholly  reducible  by  moderate 
pressure. 

Part  involved  in  both  cases  the  ileum.  Peritonitis  and  hsemato- 
salpinx  in  1  case. 

Of  the  non-fatal  cases :  4  transferred  to  surgical  side  for  operation. 
Colotomy  performed  in  2  cases,  excision  of  caecum  in  1.  In  all 
large  intestine  the  seat  of  disease;  csecum  affected  in  1,  ascend- 
ing colon  in  1,  transverse  colon  in  1,  in  which  case  there  was  a 
communication  with  the  stomach,  descending  colon  in  1,  in  which 
case  peritonitis  due  to  perforation  of  the  caicura  occurred,  sigmoid 
tiexure  in  3,  rectum  in  2,  and  1  case  was  indeterminate.  In  1 
case  there  were  secondary  gi'owths  in  the  liver,  mediastinum,  &c. 

The  non-fatal  case  transferred  to  surgical  side  for  operation.  In 
one  of  the  fatal  cases  abdominal  section  and  resection  of  intestine 
performed.     Ulceration  of  colon  in  1  case  producing  stricture. 

2  cases  treated  by  incision.     In  9  cases  first  attack. 

Abdominal  section  in  1  case ;  death  the  same  day.  General  peri- 
tonitis in  both. 
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Table  III— 


DISEASE. 


Number 
of  cases. 


Age. 


Duration  of  residence. 

4. 

s 


VI.    Diseases    of    the    Di 

GESTIVE    OEaANS — COn 

tinned. 
Tubercular    ulceration    of 

intestines 
Intestinal  hsemorrhage 
Tapeworms 

2.  Peritoneum. 
Acute  peritonitis 
Chronic  peritonitis     . 
Tubercular  peritonitis 

Pelvic  jjeritouitis 
Hydatid  tumour 

3.  Liver. 

Cirrhosis   . 


Gall-stones 
Obstructive  jaundice , 

Malignant  disease 

Enlargement 
Abscess 

4.    Various. 

Abdominal  tumour 


Ascites 


3118 


13 


4   2 
1   1 


16  7  9 


6:  2   4 


13 


2   7 


11 


4   6 


3   1 
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continued. 


^""^^^■'li^xHi. 


M.  F.  iM.  K 


Unre- 
lieved 


Died 


M. 


REMARKS 


8   8    1 


1   4 


1   Perforation  and  purulent  peritonitis  in  1 ;  phthisis  of  the  lungs 

in  both,  udvaueed  in  1. 
1   In  fatal  case  entire  intestine  contained  blood,  source  doubtful. 


Cause  doubtful.     No  P.M. 

Right  pleurisy  also. 

Fa3cal  abscess  in  1,  cirrhosis  of  liver  in  1,  ulceration  of  intestines 

and  perforation  in  1,  lupus  of  face  in  1,  thrombosis  of  femoral  in  1. 
2  transferred  to  Adelaide  Ward. 
In  both  cases  abdominal  section  and  removal  of  the  cyst  was  jjer- 

formed  (see  Special  Abstracts). 

Ascites  in  26 ;  paracentesis  performed  in  18.  Of  the  fatal  cases  : 
no  P.M.  in  2,  liver  reduced  in  size  in  9,  of  normal  size  in  2,  en- 
larged in  1 ;  spleen  enlarged  in  5 ;  contracted  granular  kidneys 
in  1 ;  acute  nephritis  in  1 ;  pericarditis  in  1,  mitral  valvular  dis- 
ease in  2,  aortic  in  1 ;  fibroid  phthisis  in  1,  obsolete  pulmonary 
tubercle  in  1,  pleuritic  effusion  in  2;  varicose  oesophageal  veins 
in  1. 

Colic  in  10,  jaundice  in  4.  In  some  of  the  cases  the  diagnosis 
doubtful.     In  1  case  gall-stones  found  in  the  evacuations. 

4  probably  catarrhal.  Mitral  stenosis  in  1.  Of  the  fatal  cases: 
calculus  found  in  the  pancreatic  duct  in  1;  malignant  disease  of 
the  head  of  the  pancreas  and  cirrhosis  in  1.  In  4  enlargement 
of  the  liver. 

In  the  fatal  case  liver  enormous;  primary  malignant  disease  of 
the  stomach. 

Ascites  and  jaundice  in  1. 

Treated  by  incision  and  drainage.     History  of  dysentery. 


Abdominal  section  performed  in  2  of  the  fatal  cases.  Obstruction 
of  the  bowels  in  1.  Of  the  fatal  cases:  no  P.M.  in  1,  malignant 
disease  of  omentum  in  2,  of  the  retro-peritoneal  glands  in  1. 
Ascites  in  3  cases.  Of  the  non-fatal  cases :  6  probably  malig- 
nant, 1  a  phantom.  In  1  case  the  tumour  was  supposed  to  be  a 
large  hydatid  cyst  of  liver;  the  patient  refused  treatment,  and 
subsequently  went  to  another  hospital  where  he  died,  and  the 
tumour  was  found  to  be  a  growth  of  the  siipra-renal  capsule 
(see  Special  Abstracts). 

In  3  probably  cirrhosis  of  the  liver,  in  1  chronic  bronchitis,  in  1 
phthisis. 
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D1SEA.SE. 

Jr^t. 

Duration  of  residence. 
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VII.  Diseases  OF  THE  Genito- 
tJEiNAET  System. 
Acute  nephritis 

Chronic  nephritis 
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46 

9, 

15 

28 
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18 

1 

1 

2 
2 

7 
2 

3 

12 

1 
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6 
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1 
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3 
5 

1 

11 

7 
15 

5 

8 

Renal  colic         .         .         .      5 
Pyelitis      ....      2 
Hsematuria        .         .         .      1 
Paroxysml.haemoglobinuria     2 
Tubercul.  disease  of  kidney      1 
Hydronephrosis          .         .      2 
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1 

Malignant  disease  of  kidney 

Enlargement  of  kidney      . 
Polyuria    .... 

2 

1 

1 

... 

1... 
li 

...   1 

11  .. 

1 

...  1... 
2...  1 

Glycosuria          .         .         .      3 

... 

2 

6 

3 

1 

Retention  of  urine     . 

VIII.  Diseases  of  the  Ner- 
vous System. 
Acute  meningitis 

Tubercular  meningitis 

Chronic  meningitis    . 
Hemiplegia 

Cerebral  haemorrhage 

2 
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continued. 


Cured, 


M.  F, 


Re-    Unre- 
lieved, lieved 


M.  *• 


11 


15 


M.  F 


11 


...    1 


10 


Died. 


M.  r 


12 


II  1 
1 


1.. 


REMARKS. 


1  after  scarlatina,  1  after  parturition.  History  of  alcoholism  in  2. 
Mitral  disease  in  2,  of  which  1  was  fatal.  1  case  contracted 
measles  while  under  treatment.  Of  the  fatal  cases :  no  P.M.  in 
2 ;  acute  tubular  nephritis,  with  double  pleurisy  and  early  peri- 
carditis in  1. 

History  of  alcoholism  in  8,  of  gout  in  8,  of  plumbism  in  2,  of  scar- 
latina in  2.  Dyspnoea  a  marked  symptom  in  7,  of  which  3  were 
fatal.  Albuminuric  retinitis  in  3;  movable  kidney  in  1.  Of  the 
fatal  cases :  no  P.M.  in  2 ;  kidneys  "  contracted  granular  "  in  10, 
"  large  and  pale  "  in  8,  "  large  and  mottled  "  in  2 ;  urate  of  soda 
in  great  toe-joints  in  3 ;  pneumonia  in  1,  pleuritic  effusion  in  4, 
pulmonary  apoplexy  in  1 ;  pericarditis  in  2,  mitral  incompetence 
in  3,  aortic  valvular  disease  in  1  ,•  infarcts  in  spleen  in  1,  intes- 
tinal haemorrhage  in  1,  gall-stones  in  1,  cirrhosis  of  the  liver  in 
2,  acute  peritonitis  in  1,  hemiplegia  in  1,  convulsions  in  1. 

Both  transferred  for  operation  to  the  surgical  side.  Pyonephrosis 
inl. 


Malignant  disease  of  prostate  in  this  case. 

Right  kidney  affected.     Phthisis  pulmonalis  also. 

In  both  the  left  kidney  affected  by  sarcoma,  giving  rise  to  an 
enormous  tumour.     Secondary  growths  in  liver  in  adult  case. 


Enlarged  prostate  in  both.  In  the  fatal  case  death  occurred  sud- 
denly  a  few  hours  after  admission;  the  bladder  was  distended, 
and  there  was  thrombosis  of  the  left  femoral  and  iliac  veins. 


In  2  cases  death  ensued  very  shortly  after  admission.  In  the  case 
of  recovei-y  eye  excised  for  pseudo-glioma.  In  2  cases  discharge 
from  ear.     Illness  attributed  to  being  snowballed  in  1  case. 

No  P.M.  in  2;  head  only  examined  in  1;  general  tuberculosis  in 
4 ;  old  phthisis  and  caries  of  hip  in  1. 

10  on  the  right  side,  in  7  of  which  there  was  aphasia ;  6  on  the 
left.  Mitral  disease  in  2,  albuminuria  in  3.  History  of  syphilis 
in  3,  of  alcoholism  in  3. 

Right  hemisphere  the  seat  of  the  haemorrhage  in  4,  left  hemi- 
sphere in  2,  pons  in  1;  contracted  granular  kidneys  in  3,  cir- 
rhosis of  liver  iu  1,  mitial  incompetence  in  1. 
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Number 
of  cases. 

Age. 
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VIII.  Diseases  of  the  Ner- 
vous    System  —  con- 
tinued. 
Cerebral  tumour 

Cerebral  abscess 

Cerebral  syphilis 
Cerebral  sclerosis 

Chronic  hydrocephalus 

Headache  .... 
Cerebral  injury 
Amnesia    .         .         .         . 
Insomnia  .         .         .         . 
Obscure  cerebral  disease    . 
Bulbar  paralysis 
Athetosis  .         .         .         . 
Tremor  of  arm  . 
General  paralysis 
Acute  mania 
Acute  delirious  mania 
Idiocy        .         .         .         . 
Dementia .         .         .         . 
Chorea       .         .         .         . 

Hysteria    .         .         .         . 

Epilepsy     .         .         .         . 
Infantile  convulsions 
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1 
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1 
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26 
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4 
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3 
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continued. 


Cured. 


M.  F 


M.  F.  :M.  F 


15 


M.  F. 


6    2 


2   1 


Died. 


REMARKS. 


Of  the  fatal  cases :  in  1  tubercular  tumour  of  the  pons  (see  Special 
Abstracts),  in  1  the  tumour  occupied  the  greater  part  of  both 
lobes  of  the  cerebellum,  and  in  1  the  tumour  grew  from  the  left 
side  of  the  falx  cerebri.  In  the  last  case  the  tumour  was 
secondary  to  carcinoma  of  the  breast. 

In  1  history  of  otorrhcea  for  8  years,  abscess  right  lateral  lobe  of 
the  cerebellum ;  in  1  abscess  in  right  optic  thalamus,  aortic  and 
mitral  valvular  disease  also  in  this  case;  in  1  abscess  left  hemi- 
sphere at  upper  end  of  tissure  of  Rolando  (see  Special  Abstracts), 

In  fatal  case  syphilis  10  years  previously.     No  P.M. 

Admitted  for  convulsions.  Surface  of  brain  and  right  caudate 
nucleus  affected. 

In  the  fatal  case  there  was  enormous  distension  of  the  ventricles, 
which  were  tapped  at  the  anterior  fontanelle. 

Drowsiness  and  violent  delirium  following  a  "  knockdown  blow." 
History  of  alcoholism. 


3  doubtful.     Plumbism  in  1. 


i'  18  were  cases  of  first  attack,  8  of  second,  2  of  third,  3  of  fourth 
or  later.     Of  the  cases  unrelieved :  1,  a  man  aged  50,  was  dis- 
missed for  misconduct,  and  1  was  removed  by  the  parents  the  day 
;     after  admission.    Mitral  valvular  disease  in  18,  condition  of  heart 
.     not  noted  in  1.     Acute  rheumatism  or  history  of  it  in  8,  rheu- 
matic pains  in  2,  and  a  history  of  rheumatism  in  the  family  in  3 
more.     History  of  chorea  in  family  in  5.     In  1  case  pregnancy 
The  alleged  exciting  cause  in  5  cases  fright,  in  1  shock  from  gal 
vanic  battery,  in  1  blow  on  the  back,  in  1  fear  of  punishment 
In  1  case,  where  it  was  attributed  to  working  for  an  examination 
acute  rheumatism  developed  while  the  patient  was  under  treat 
ment.     For  fatal  case  see  Special  Abstracts. 
Fits  in  4,  paraplegia  in  4,  aphonia  in  2,  paresis  of  hand  in  2,  of 
leg  in   1,  vomiting  in  3,  anorexia  nervosa  in  5,  globus  in  1, 
choreiform  movements  in  1,  tetany  in  1. 
For  fatal  case  see  Special-Abstracts. 
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Infantile  paralysis     . 

Obscure  disease  of  spinal 
cord 

Facial  paralysis 
Paralysis  of  arm 
Sciatica     .... 
Neuralgia 

Spasmodic  torticollis 
Muscular  atrophy 
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continued. 


Re-  I  Unre- 


'  lieved. 


M.  i\ 


lieved. 


Died. 


M. 


M.  F. 


REMARKS. 


1 
7   2 


2.. 
1.. 

1.. 


4   1 


In  4  history  of  fall  or  other  injury.  Of  the  fatal  cases :  in 
2  myelitis,  in  1  hsemorrbage  into  spinal  cord,  the  result  of 
injury  (see  'Lancet,'  May,  1891),  in  1  sacral  malignant  growth 
secondary  to  malignant  disease  of  prostate,  and  in  1  malignant 
growth  of  cervical  vertehrae. 


In  both  cases  both  lower  extremities  affected.     In  the  fatal  case 

acute  anterior  poliomyelitis,  cervical,  lower  dorsal,  and  lumbar 

regions. 
The  symptoms  in  this  case  pointing  to  tumour  in  the  cervical 

region,  the  vertebrae  were  trephined,  but  no  gross  disease  was 

found. 


Transferred  to  surgical  side  for  operation. 


Mind  affected  in  6.     No  P.M.  in  fatal  case. 

Delirium  tremens  in  1  case. 

Colic  in  8,  palsy  in  1,  history  of  gout  in  3,  albuminuria  in  3.  In 
1  due  to  drinking  draught  ginger-beer. 

All  suicidal. 

In  the  fatal  case  the  patient,  an  infant,  died  in  the  casualty  room. 

Suicidal. 

Alcoholism  also. 

1  suicidal. 

Both  suicidal.  In  the  non-fatal  case  alcoholism  also.  In  the  fatal 
case  the  patient  lived  48  days  after  taking  from  half  an  ounce 
to  two  ounces  of  strong  nitric  acid;  there  was  broncho-pneu- 
monia at  the  right  base  (see  Special  Abstracts). 

Taken  by  mistake  instead  of  lime  juice. 


Suicidal. 

Suicidal  (see  Special  Abstracts). 
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DISEASES. 


X.   SiTEGICAL      AND     MISCEL- 
LANEOUS. 


Debility     . 

Marasmus 

Wasting    . 

Immersion 

Disease  of  ear 

Abscess 

Caries  of  vertebrae 

Cellulitis   . 
Various 


Unclassified 


KI.  Diseases  of  the  Fe- 
male Genehative  Oe- 
gans. 

Ovarian  tumour 

Parovarian  cyst 

Pelvic  cellulitis 
Pelvic  abscess  . 
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continued. 


Cured. 


M.  F. 


Re- 
lieved, 


M.  F 


Unre- 
lieved, 


Died. 


774    605    101    386 

> V ' 

1866 


REMARKS. 


No  P.M.  in  2. 

4  suicidal,  2  accidental,  1  doubtful. 


Paraplegia  in  1 ;  psoas  abscess  in  1,  for  which  transferred  to  the 
surgical  side. 

Neck  afPected.   P.M.:  pericarditis  and  pleurisy.  Alcoholic  history. 

The  fatal  case  one  of  acute  suppurative  synovitis  of  right  knee- 
joint.  Among  the  non-fatal  cases  were  cases  of  orchitis,  hernia, 
tubercular  joint,  osteitis,  iritis,  membranous  ophthalmia,  tuber- 
cular glands,  contracture  of  leg,  contracture  of  hand,  &c. 

Of  the  fatal  cases :  2  were  admitted  moribund,  and  there  was  no 
P.M.,  and  in  the  third  case  there  was  no  P.M.,  and  there  were 
no  clinical  notes. 


3  transferred  (for  account  of  one  of  these  see  Special  Abstracts). 
Fatal  case  :  compound  cystadenoma  of  both  ovaries. 

Treated  by  tapping.  Patient  readmitted  a  year  later  with  re- 
accumulation  of  fluid  in  the  cyst. 

Opened  into  bowel. 
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Total.   1                         Age.                        | 

Mor- 
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per 
cent. 
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1.  Geneeal  Diseases. 
Influenza   . 
Scarlet  fever 
Enteric  fever 
Erysipelas 
Diphtheria 
Hydrophobia 
Pysemia 
Rickets 

Diabetes  mellitus 
Purpura      . 
Scurvy 
Anaemia      . 
Pernicious  anaemia 
Leucocythaemia  . 
Lymphadenoma 
General  tuberculosis 
Malignant  disease 
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2.  Diseases  of  the  Skin. 

Eczema 

Malignant  or  tubercular  disease 
of  skin 

3.  Diseases  of  the  Respieatobt 

Oegans. 

1 

1 

1 

i 

1 

3 

2 

Chronic  bronchitis 
Emphysema 
Broncho-pneumonia 
Acute  pneumonia 
Phthisis      . 
Bronchiectasis    . 
Pleurisy     . 
Empyema 

Innf 

1 

1 

1 

1 

2 

3 

q 

6 

1 
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22 

1 
1 
6 

1 
4 

3 
10 
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1 
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5 
2 

2 
1 

2 

5 

1 

1 

2 

... 

i 
1 

1 

2 

3 

... 

„             „      of  mediastinum 
4.  Diseases   of    the    Oegans    of 

ClBCULATION. 
Pericarditis 

Mitral  valvular  disease 
Aortic  valvular  disease 
Mitral  and  aortic  valvular  disease 
Ulcerative  endocarditis 

2 

1 

... 

1 

1 

3 

1 

2 

4 

2 

1 

1 

2 
1 
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... 

... 

... 

IS91— Medical. 


321 


Table  IV — continued. 


Total. 

Age. 

Mor- 

DISEASE. 

on -a 

,^  s. 

1 
"7 

1 
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32 
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6 
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1 

... 
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17 
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3 
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1 
3 
4 

1 

1 
4 
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1 
6 
15 
1 
1 
2 
5 
2 

2 

2 
1 

1 
4 
14 
2 
1 
4 

u 

•a 
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1 

I 

0 

T 

0 
7 

0 

0 

0 
1 

0 

1 

0 

s 

tality 
per 
cent 

4.  Diseases   of   the   Oegans   op 

CiECULATiON — continued. 
Congenital  heart  disease     . 
Dilated  heart     .         .         .         . 
Thoracic  aneurysm     . 

5.  Diseases  or  DucTiiEss  Glands. 

Addison's  disease 

6.  Diseases    of    the    Digestive 

Organs. 

Retro-pharyngeal  abscess  . 

Stricture  of  oesophagus 

Gastric  ulcer      .         .         .         . 

Hsematemesis     .         .         .         . 

Malignant  disease  of  stomach     . 

Diarrhoea 

Enteritis     .         .         .         .         . 

Intussusception 

Internal  strangulation 

Malignant  disease  of  intestines  . 

Obstruction  (other  forms)  . 

Perforation    of    vermiform    ap- 
pendix   .         .         .         .         . 

Tubercular  ulceration  of  intes- 
tine          

Intestinal  haemorrhage 

Acute  peritonitis 

Tubercular  peritonitis 

Cirrhosis  of  the  liver  . 

Obstructive  jaundice  . 

Malignant  disease  of  liver  . 

Abdominal  tumour 

7.  Diseases     of      the     Genito- 

tjeinaet  System. 
Acute  nephritis .         .         .         . 
Chronic  nephritis 
Malignant  disease  of  kidney 
Retention  of  urine 
1 

\  8.  Diseases     of     the     Neevous 
System. 

36" 

57' 
15-8 

56" 
30 

26-'6 
45-1 
16-6 

25 

13-6  ' 
413 

1 
1 

1 

2 

1 

1 

1 
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1 
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1 

2 
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1 

"i 

14 
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1 

1 

2 
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1 

1 

i 

1 

1 

2 

1 

1 

1 
2 

1 

1 

1. ..'... I... 

6    4    11 

2   ..... 

1, 

3 

1 
4 
1 

1 

1 

1 

1 
4 
1 

27   19 
...      2 

1  1 

2  5 
1    13 

...      1 

1 

5   3 

1 

1... 

2 

1 
1 

3 

4 

2 
2 

1 
2 

Tubercular  meningitis 
Chronic  meningitis    . 
Cerebral  haemorrhage 
„        tumour 
„        abscess 
„        syphilis 
„        sclerosis 

1 

,-- 

9 

i 

"l 

7 
3 
3 

1 
1 
1 

1 

1 

3 

1 
1 

1 

2 

1 

1 

i 

- 

1 

1 
1 

1 
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Table  IV — continued. 


DISEASE. 


Total. 


Age. 


O   IB    <H« 


Diseases     of     the    Neevous 

System — continued. 
Acute  mania 
Chorea 
Epilepsy     . 
Infantile  convulsions 
Paraplegia 
Infantile  paralysis 


Poisoning. 
Alcoholic  paralysis 
Carbolic  acid 
Nitric  acid 
Hydrochloric  acid 
Arsenic 


10.  Surgical  and  Miscellaneous 
Marasmus  . 
Disease  of  ear 
Cellulitis    . 
Various 
Unclassified 

11,  Diseases     of     the     Female 

Generative  Organs. 
Ovarian  tumour 


i-f\  Of  1^  r^ 


Mor- 
tality 
per 
cent. 


3-2 
12-5 

27-V 


50 
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SPECIAL  ANALYSES  AND  ABSTRACTS. 


I.  GENERAL  DISEASES. 

1.    SCORBUTUS;    DEATH    FROM    CEREBRAL    HEMORRHAGE. 

G.  R— ,  £et.  38,  female,  admitted  April  4th,  died  April  8th,  1891. 

Three  weeks  previous  to  admission  her  gums  became  sore  and  bled,  her  teeth 
became  loose,  and  bruises  appeared  on  her  right  hip.  Later  she  found  bruises 
over  her  legs  and  arms.  For  twelve  months  she  had  taken  very  few  vegetables, 
no  greens,  and  only  about  four  potatoes  weekly.  She  had  worked  hard  till  within 
a  few  days  before  admission. 

On  admission. — Anaemic,  earthy-looking.  Gums  spongy  and  bleeding,  especially 
round  the  teeth,  which  were  loose.  Breath  offensive.  Scattered  all  over  the 
body  were  small,  purple-coloured  petechice.  On  the  left  arm  and  hand,  right  hip, 
and  both  legs  were  bruises  of  considerable  size  and  of  difterent  hues.  The  glands 
under  the  jaw  were  enlarged.  The  heart-sounds  were  weak.  No  enlargement  of 
liver  or  spleen.  Trace  of  albumen  in  the  urine.  No  ascites.  No  cedema.  No 
ophthalmoscopic  changes.     Temperature  103'8°. 

Frocfress.— Severe  epistaxis  occurred  on  the  night  of  the  6th.  Several  fresh 
haemorrhages  appeared  on  the  legs.  On  examination  of  the  blood  on  the  7th  it 
appeared  that  the  number  of  the  red  corpuscles  was  diminished  to  half,  while  the 
white  were  about  the  normal  number.  The  haemoglobin  power  was  50  per  cent. 
On  waking  on  the  morning  of  the  8th  she  found  she  had  lost  the  use  of  the  right 
arm.     In  the  afternoon  she  became  comatose  and  died. 

Post-mortem  examination. — Many  small,  recent,  subpericardial  ha3morrhages. 
Recent  haemorrhages  in  both  lungs,  into  submucous  tissue  of  the  renal  pelves, 
beneath  and  into  uterine  mucous  membrane,  in  submucous  tissue  of  stomach  and 
intestines.  The  liver  and  kidneys  showed  cloudy  swelling.  There  was  a  recent 
extravasation  of  blood  occupying  the  middle  third  of  the  white  matter  of  the 
left  hemisphere,  extending  from  just  below  the  cortex  at  the  vertex  to  the  level 
of  the  roof  of  the  lateral  ventricle  into  which  it  had  opened.  There  was  also  a 
recent  extravasation  of  blood  in  the  left  hemisphere  of  the  cerebellum. 
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2.  LEUCOCYTH^MIA. 

(a)  Male,  set.  38,  admitted  December  29th,  1890,  discharged  January  18th, 
1891,  and  died  at  home  the  next  day.  He  had  been  repeatedly  in  the  hospital 
during  the  preceding  four  years.  The  spleen  was  enormous.  The  case  was 
remarkable  for  its  chronic  character  and  the  improvement  which  took  place  from 
time  to  time  under  treatment  with  arsenic  and  a  mineral  water  containing  a  large 
quantity  of  chloride  of  sodium.  A  full  account  of  the  case  has  been  published 
in  the  'Transactions  '  of  the  Clinical  Society  for  1890-1. 

(S)  Male,  set.  65,  admitted  November  2nd,  1891,  and  died  within  a  few  hours 
of  admission.  He  had  been  an  out-patient  since  August  I7th.  He  came  com- 
plaining of  enlarged  glands  throughout  the  body  and  of  weakness  of  four 
months'  duration.  His  spleen  and  liver  were  found  to  be  considerably  enlarged. 
The  lymphatic  glands  generally  were  enlarged,  and  felt  quite  separate,  not  matted 
together  as  in  lymphadenonia.  He  had  had  a  "  brassy  "  cough  from  the  com- 
mencement of  the  illness. 

The  blood  on  examination  showed  great  increase  in  number  of  the  white  cor- 
puscles and  rapid  breaking  down  of  the  red. 

Post-mortem  examination. — Body  sparely  nourished.  Above  the  clavicles, 
under  the  lower  jaw,  in  both  axilla)  and  in  both  groins,  clumps  of  enlarged 
glands  were  visible,  not  heaped  up  in  masses  but  still  obviously  separate.  The 
submaxillary,  the  supra-clavicular,  the  axillary,  the  mediastinal,  the  prajvertebral 
glands,  and  also  those  in  the  groin,  were  found  to  be  enlarged.  In  no  case  wei'e 
separate  glands  fused,  the  capsule  seemed  intact  in  all  cases,  and  there  was  no 
sign  of  past  or  present  inflammation  around  them.  On  section  they  were  light 
grey  in  colour,  soft  but  not  caseous,  and  from  them  scarcely  any  fluid  could  be 
expressed  by  squeezing. 

There  appeared  to  have  been  no  pressure  on  the  trachea,  oesophagus,  or  abdo- 
minal veins. 

The  liver  was  very  large,  weighing  5^  lbs.,  pale  and  thickly  studded  throughout 
with  bright  white  spots  and  dendritic  lines. 

Spleen  large  and  soft,  weighing  nearly  2  lbs.  Malpighian  follicles  larger  than 
natural  and  unusually  distinct. 

In  the  cortex  of  each  kidney  were  numerous  white  spots  like  those  in  the  liver. 

In  the  lower  six  inches  of  the  ileum  was  a  row  of  rounded,  discrete,  grey 
eminences,  each  about  half  an  inch  long  by  a  quarter  wide. 

The  lungs  were  bulky,  congested,  and  ojdematous. 

Heart :  aortic  valve  incompetent  owing  to  atheroma,  left  ventricle  dilated  and 
hypertrophied. 

Peritoneum,  thyroid,  supra-renal  capsules,  and  larynx  normal. 

Brain  showed  great  cedema  of  the  vertical  pia  arachnoid,  but  otherwise  normal. 
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II.  DISEASES  OE  THE  RESPIRATORY  SYSTEM. 

1.  EMPYEMA;    RESECTION    OF   RIB;    CEREBRAL   ABSCESS. 

T.  W — ,  a  leatlierdresser,  set.  42,  admitted  September  26th,  1891,  died  October 
14th,  1891. 

He  was  suffering  from  pain  in  the  left  side  of  the  chest  and  shortness  of 
breath,  which  had  commenced  to  trouble  him  about  ten  or  eleven  weeks  previously. 

The  usual  signs  of  pleuritic  effusion  on  the  left  side  were  found  to  be  present, 
and  aspiration  was  performed,  32  ounces  of  fetid  pus  being  withdrawn. 

On  October  2nd  resection  of  rib  was  performed,  and  much  fetid  pus  was 
evacuated.  The  case  proceeded  in  the  ordinary  way,  apparently  favourably,  until 
October  14th.  In  the  afternoon  of  this  day  the  patient  seemed  strange  in  his 
manner,  and  just  before  6  p.m.  he  was  seized  with  convulsive  movements  of  the 
right  arm.  When  spoken  to  just  previously  he  had  appeared  aphasic.  The 
movements  spread  from  the  arm  to  the  right  side  of  the  face,  and  then  to  the 
right  leg.  There  was  conjugate  deviation  of  the  eyes  to  the  right,  preceded  by 
turning  of  the  head,  the  eyes  appearing  to  follow  its  movement.  The  convulsions 
spread  thence  to  the  left  eyelid,  the  left  arm,  and  left  leg.  Profuse  sweating 
followed.  Between  6  p.m.  and  7  p.m.  there  were  nine  such  fits,  in  the  last  of 
which  death  occurred. 

Post-mortem  examination. — Body  well  nourished.  Left  lung  quite  airless. 
Empyema  cavity  empty  and  bounded  by  much  thickened  pleura.  Right  lung 
large  and  cedematous.  Heart  normal.  Liver  and  kidneys  enlarged  and  congested. 
Spleen  normal. 

Brain  :  In  the  left  hemisphere  beneath  the  angular  gyrus,  seated  in  the  white 
matter  but  just  abutting  on  the  grey,  was  an  abscess,  roughly  spherical,  the  size 
of  a  cherry,  with  contents  consisting  of  milky  pus.  No  evidence  of  its  presence 
externally.     Membranes  and  rest  of  brain  normal. 

2.  MEDIASTINAL    GROWTH;    STRICTURE   OF    (ESOPHAGUS. 

H.  W— ,  coachman,  set.  48,  admitted  May  12th,  died  June  29th. 

No  illness  until  about  six  weeks  before  admission,  when  he  felt  aching  pain  in 
the  left  side,  which  became  continuous.  A  few  days  before  admission  a  cough 
set  in,  and  he  was  troubled  with  nausea  and  regurgitation  of  food. 

On  admission. — Pale  and  thin.  Slight  comparative  dulness  at  the  right  base, 
■where  crepitations  were  audible.  Rhonchi  over  left  lung.  No  albuminuria. 
Heart  normal.     Larynx  normal. 

Progress. — The  regurgitation  and  dysphagia  continued.  An  oesophageal  bougie 
was  passed,  and  appeared  to  be  arrested  at  the  cardiac  orifice.  The  dulness  over 
the  right  base  continued  where  loud  friction  was  to  be  heard,  and  feeble  fremitus 
could  be  felt.  Diarrhoja  set  in  on  the  morning  of  June  2nd,  and  the  motions 
contained  blood.  In  the  same  afternoon  he  was  suddenly  attacked  with  difficulty 
in  breathing,  and  rapidly  died. 
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Post-mortem  examination. — The  lower  and  middle  lobes  of  tlie  right  lung  were 
completely  consolidated,  and  on  section  patches  of  new  growth  were  found  among 
the  pneumonic  lung,  especially  near  the  root.  The  glands  at  the  root  of  the 
lung  were  much  enlarged,  and  were  composed  of  soft  white  neoplastic  material. 
A  mass  of  new  growth  occupied  the  lower  part  of  the  posterior  mediastinum,  and 
the  oesophagus  was  flattened  out  in  front  of  it.  The  new  growth  had  ulcerated 
into  the  oesophagus  about  six  inches  from  its  commencement,  and  formed  a  sharp 
projection  into  its  lumen. 


III.  DISEASES  OF  THE  DUCTLESS  GLANDS. 

ADDISON'S    DISEASE;    PHTHISIS. 

Fatal  Case. 

H.  P— ,  dressmaker,  at.  30,  admitted  August  27th,  1891,  died  August  30th, 
1891. 

For  twelve  months  the  patient  had  noticed  that  her  skin  was  becoming  darker, 
and  during  the  same  time  she  had  been  losing  flesh  and  strength.  Recently  she 
had  been  troubled  with  vomiting.  She  came  to  the  hospital  specially  on  account 
of  haemoptysis,  which  she  had  had  to  a  slight  extent  for  a  few  days. 

On  admission. — Very  thin,  aneemic.  The  skin  generally  was  of  a  dark  bronze- 
brown  colour.  There  were  numerous  freckles  on  the  face  and  dark  patches  under 
the  eyes  and  on  the  forehead.  The  bronzing  was  most  marked  on  the  neck, 
nipples,  elbows,  backs  of  hands,  axillae,  round  the  umbilicus,  and  the  fronts  and 
flexures  of  the  knees.  The  palms  of  the  hands,  soles  of  the  feet,  and  matrices  of 
the  nails  were  comparatively  exempt,  and  there  was  no  darkening  of  the  con- 
junctiva. The  mucous  membrane  of  the  mouth  was  dotted  with  brown  patches, 
and  there  were  also  two  similar  patches  on  the  tongue.  There  were  signs  of 
phthisis  at  both  apices.  The  pulse  was  feeble,  84,  The  knee-jerkp  were  present. 
Urine  no  albumen. 

Progress. — For  the  first  two  days  there  was  frequent  retching  and  vomiting, 
and  she  became  more  prostrate.  The  vomiting  then  ceased,  but  the  patient  did 
not  rallj-,  and  died  on  the  third  day  after  admission. 

Post-mortem  examination. — The  supra-renal  capsules  were  each  about  three 
times  the  natural  size.  The  normal  shape  was  preserved.  On  section  the  proper 
tissue  was  replaced  by  dense  fibrous  growth,  in  which  much  caseous  matter  was 
embedded.  There  was  no  thickening  around  the  capsules,  and  no  adhesion. 
The  upper  half  of  the  left  kidney  (that  adjoining  the  supra-renal)  was  infiltrated 
with  thick  white  soft  caseous  material ;  no  normal  kidney  structure  was  to  be 
seen  in  this  part,  but  the  rest  of  the  organ  and  the  entire  right  kidney  were 
healthy.  The  semi-lunar  ganglia  seemed  rather  pale  and  obscure.  No  disease  of 
vertebrffi. 

There  was  old  phthisis  in  both  upper  lobes,  with  mortary  masses,  old  excava- 
tion, dense  connective  tissue,  and  grey  tubercles. 

There  was  no  pigmentation  of  pleurae  or  peritoneum. 
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IV.  ABDOMINAL  TUMOUR. 

1.   MALIGNANT   DISEASE  OP  RIGHT   SUPRA-RENAL   BODY,    SIMU- 
LATING  HYDATID    DISEASE    OP    LIVER, 

F.  I — ,  ffit.  25,  a  craue-driver,  admitted  July  3rd,  1891,  left  at  bis  own  request 
July  10th,  1891. 

He  complained  of  dull  aching  pain  in  the  loins  and  right  side,  also  of  languor 
and  shortness  of  breath  for  the  last  three  months,  and  of  a  swelling  in  the  lower 
part  of  the  right  side  of  the  chest,  which  be  had  noticed  for  a  month. 

He  had  had  no  previous  illness,  and  there  were  no  facts  of  interest  in  the 
family  history. 

He  was  a  thin  man.  There  was  evident  bulging  of  the  lower  part  of  the 
right  side  of  the  chest,  both  in  front  and  behind.  The  costal  angle  was  full 
and  projecting,  and  the  right  side  of  the  abdomen  was  irregularly  prominent. 
The  upper  limit  of  the  liver  dulness  was  at  the  fourth  rib  in  the  nipple  line,  at 
the  fifth  rib  in  the  axillary  line,  at  the  angle  of  the  scapula,  behind,  whence  it 
passed  obliquely  downwards  to  the  ninth  dorsal  spine.  The  lower  limit  extended 
obliquely  downwards  from  the  left  costal  margin  in  the  nipple  line  to  a  point 
about  an  inch  below  and  to  the  right  of  the  umbilicus,  whence  it  curved  round 
about  two  inches  above  the  iliac  crest.  The  edge  of  the  liver  could  be  distinctly 
felt  external  to  the  right  rectus. 

The  surface  as  felt  through  the  anterior  abdominal  wall  was  smooth  and  appa- 
rently cystic  in  parts.  There  was  very  slight  tenderness  and  no  thrill,  and 
movement  on  respiration  was  not  very  marked. 

At  the  nipple  level  the  semi-circumference  of  the  right  side  of  the  chest 
measured  one  inch  more  than  that  of  the  left,  while  six  inches  lower  it  measured 
two  inches  more. 

No  abnormal  signs  in  the  chest  except  that  due  to  displacement  by  the  tumour. 

The  diagnosis  arrived  at  was  hydatid  disease  of  liver,  and  it  was  proposed  to 
tap  the  tumour.  Rather  than  have  this  done  the  patient  desired  to  leave  the 
hospital,  and  he  left  a  week  after  admission. 

With  the  exception  of  the  occurrence  of  abdominal  pain  there  was  nothing 
noteworthy  while  he  remained  in  the  hospital. 

About  a  fortuight  later  he  went  to  St.  George's  Hospital,  where  after  four 
weeks  he  died.  The  post  mortem  showed  the  supposed  hydatid  disease  to  be  a 
large  growth  (round-celled  sarcoma),  which  occupied  the  position  and  replaced 
the  right  supra-renal  capsule.     The  right  lobe  of  the  liver  was  thinned  over  it. 


2.  TWO  CASES  OP  HYDATID  TUMOUR  OP  THE  PERITONEUM; 
REMORAL    BY   LAPAROTOMY;    RECOVERY. 

(a)  W.  W— ,  boy,  set.  12,  admitted  July  14th,  1891 ;  discharged  August  16th, 
1891. 

He  came  to  the  hospital  on  account  of  a  "  lump  "  in  the  abdomen,  which  had 
existed  for  a  few  months. 


IS9\— Medical.  329 

The  bistorj-  of  the  tumour  was  as  follows  : — About  six  months  ago,  when  in  bed, 
he  was  attacked  by  a  sharp  sudden  pain  in  the  right  hypogastrium,  lasting  a 
few  minutes.  He  then  discovered  a  small  lump  where  he  felt  the  pain.  He  had 
attacks  of  pain  from  time  to  time  during  the  next  three  weeks,  after  which  they 
ceased.  Tlie  lump  reraalued,  gradually  increasing  in  size.  Three  months  ago 
he  had  chorea,  for  which  he  attended  as  an  out-patient.  From  this  be  rapidly 
recovered.  About  a  week  before  admission  he  had  another  attack  of  pain,  and 
this  persisting  he  came  up  to  the  hospital. 

His  condition  on  admission  was  as  follows  : — Pale  and  thin.  Below  and  to  the 
right  of  the  umbilicus  there  was  a  rounded,  tense,  cyst-like  mass  about  the  size 
of  an  orange.  It  could  be  slightly  displaced  to  the  right  or  left  but  more  so  to 
the  right,  but  did  not  move  with  respiration.  It  did  not  extend  into  the  pelvis 
or  far  into  the  lumbar  region.  No  thrill.  No  signs  of  disease  elsewhere. 
Appetite  good.     Bowels  regular. 

Progress. — On  July  17th  four  attacks  of  acute  pain  in  the  abdomen  lasting  a 
few  minutes,  the  last  accompanied  by  vomiting.  On  July  18th  Sir  William 
Mac  Cormac  performed  laparotomy.  The  tumour  was  found  to  be  a  single 
hydatid  cyst.  The  cyst,  with  its  adventitious  capsule,  was  dissected  out,  and  the 
wound  closed  without  drainage.  The  patient  made  an  uninterrupted  and  com- 
plete recovery. 

(6)  R.  T— ,  girl,  ffit.  3^%,  admitted  June  2nd,  1891 ;  discharged  August  17th,  1891. 
She  was  brought  to  the  hospital  on  account  of  pain  and  swelling  in  the  abdo- 
men.    The  pain  was  first  experienced  about  a  month  previously,  and  the  swelling 
of  the  abdomen  had  been  noticed  about  a  week. 

Condition  on  admission. — Fairly  well  nourished;  pale.  Abdomen  full  aud 
prominent,  dull  on  percussion  except  near  the  costal  margin.  Indistinct  thrill. 
On  palpation  a  tumour  about  the  size  of  an  orange  could  be  indistinctly  made 
out  in  the  umbilical  region.  No  sickness.  Bowels  constipated.  With  the  ex- 
ception of  some  impairment  of  resonance  and  the  existence  of  crepitations  at  the 
bases  of  both  lungs  there  were  no  signs  of  disease  in  any  of  the  organs. 

Progress. — The  patient  had  occasional  slight  abdominal  pain.  The  tumour 
became  more  clearly  defined,  and  was  found  to  extend  from  an  inch  above  the 
umbilicus  nearly  to  the  pubes.  It  was  elastic,  fluctuating,  aud  gave  a  suggestion 
of  hydatid  thrill. 

On  July  6th  the  patient  was  transferred  to  another  ward  on  account  of  sus- 
pected scarlet  fever.  She  had  fever  and  sore  throat,  but  no  definite  rash.  On 
July  25th  Sir  William  Mac  Cormac  performed  abdominal  section.  The  tumour 
was  found  to  be  a  hydatid  cyst  containing  a  dirty  j'ellowish  fluid  with  numerous 
echinococci.  The  cyst  was  adherent  to  the  intestine  and  bladder,  and  was 
removed  with  some  difficulty.  The  patient  made  an  uninterrupted  and  complete 
recovery. 

3.  OVARIAN  TUMOUR;  STRANGULATION  FROM  TWISTED  PEDICLE; 
DIFFICULTY  OF  DIAGNOSIS  FROM  PERITYPHLITIS;  ABDO- 
MINAL   SECTION;    DEATH. 

A.  W — ,  set.  22,  housemaid,  admitted  June  27th,  1891. 

On  June  23rd  she  was  attacked  quite  suddenly  with  pain  in  the  right  side  and 
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lower  part  of  abdomen.  The  pain  continued  with  more  or  less  intensity  till 
admission.  She  was  frequently  sick,  and  her  abdomen  became  decidedly  swollen. 
She  was  unable  to  take  food  on  account  of  its  intensifying  the  pain.  On  June 
25th  the  catamenia  appeared  a  week  before  time.     There  was  sliglit  diarrhoea. 

There  was  no  history  of  any  previous  illness  except  anaemia,  for  which  she 
had  been  an  in-patient  at  the  Bath  Hospital. 

Condition  on  admission. — Very  anajmic.  Well  nourished.  Abdomen  distended, 
acutely  tender,  especially  in  the  right  iliac  region,  and  motionless.  In  the  right 
iliac  fossa,  and  extending  to  the  umbilicus,  was  a  large  mass  indistinctly  fluc- 
tuating. Tongue  thickly  coated.  Temp.  101-6°,  pulse  100.  The  symptoms 
suggested  perityphlitis. 

Progress. — Opium  was  given  internally,  and  leeches  and  poultices  were  applied 
locally  with  considerable  relief  to  the  patient.  The  bowels  were  relieved  by 
enemata.  On  July  6th  a  fluctuating  tumour  could  be  made  out,  extending  two 
inches  to  the  left  and  three  inches  to  the  right  of  the  middle  line  of  the  abdo- 
men, and  from  a  quarter  of  an  inch  above  the  umbilicus  to  the  pubes.  There 
was  slight  fulness  in  the  right  lateral  fornix,  apparently  connected  with  the 
abdominal  tumour.  The  tumour  diminished,  and  the  general  condition  of  the 
patient  improved. 

On  August  14th  abdominal  section  was  performed,  and  the  tumour  was  found 
to  be  an  ovarian  tumour  twisted  ou  its  pedicle.  The  patient  developed  perito- 
nitis and  died. 


V.  DISEASES  OF  THE  NERVOUS  SYSTEM. 

1.    TUBERCULAR    TUMOUR    OF    PONS    VAROLII. 

Fatal  case. 

C.  R— ,  boy,  ret.  6,  admitted  February  10th,  1891 ;  died  April  26th,  1891. 

For  a  few  weeks  he  had  been  unable  to  walk  without  falling,  and  it  was  chiefly 
on  this  account  that  he  was  brought  to  the  hospital.  He  had  also  suffered  from 
vomiting,  constipation,  incontinence  of  urine,  occipital  headache,  and  pain  at  the 
back  of  the  neck.     A  squint  had  been  noticed  for  about  the  same  time. 

He  had  suffered  from  an  occasional  discharge  from  the  left  ear  for  about 
twelve  months. 

Condition  on  admission. — Fairly  well  nourished.  Apathetic,  but  irritable 
when  disturbed.  Unable  to  keep  his  balance  on  attempts  at  walking.  Knee- 
jerks  very  brisk.  Right  eye  turned  inwards  and  movement  outwards  paralysed. 
Slight  paralysis  of  the  lower  part  of  the  right  side  of  the  face.  Large  perfora- 
tion of  the  left  membrana  tympani.     No  optic  neuritis. 

Progress. — The  vomiting  and  tendency  to  constipation  continued.  The  right 
facial  paralysis  gradually  became  complete.  The  left  sixth  nerve  became  para- 
lysed so  that  there  was  double  internal  squint,  and  there  was  over-action  of  the 
right  internal  rectus.     The  speech  became  slower  and  gradually  became  inarti- 
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culate.  Left  hemiplegia  developed.  The  j)npils  became  unequal.  Towards  the 
end  difficulty  of  swallowing  supervened  and  emaciation  became  extreme. 

Post-mortem  examination. — The  calvuria  and  the  cerebral  sinuses  were  normal. 
Ho  n.eningitis  or  tubercle.  A  yellow  tubercular  nodule  the  size  of  a  large  pea 
was  seen  on  the  surface  of  the  external  border  of  the  left  hemisphere  of  the 
cerebellum,  involving  the  cortex  and  the  white  matter  just  beneath. 

The  pons  was  distinctly  and  uniformly  enlarged.  Near  the  junction  with  the 
crura  (about  5  inch  behind)  a  yellow  tubercular  mass  was  found  in  the  pons, 
situated  in  the  left  half  and  the  posterior  part.  Immediately  behind,  the  mass, 
still  involving  the  posterior  half  only,  passed  across  the  middle  line  to  the  right 
half,  and  for  the  rest  of  the  pons,  nearly  to  the  junction  with  the  medulla,  the 
mass  occupied  the  greater  part  of  the  pons.  A  thin  strip  of  the  anterior  fibres 
was  spai'ed,  but  posteriorly  the  mass  lay  immediately  beneath  the  floi^r  of  the 
fourth  ventricle,  except  for  about  j  inch,  just  in  front  of  the  junction  with  the 
medulla. 

No  other  evidence  of  disease  was  found  in  the  body  except  a  caseous  gland  in 
the  anterior  mediastinum  and  a  white  nodule  in  the  right  kidney. 


2.  CEREBRAL   ABSCESS. 

(a)  Cerebral  ahscess ;  meningitis  ;  pneumonia. — E.  C — ,  set.  54,  night  watch- 
man, admitted  October  22nd,  1891 ;  died  October  26th,  1891. 

On  October  I7th,  about  10  a.m.,  the  patient  had  a  fit,  in  which  he  fell  down, 
bruising  his  forehead  and  bit  his  tongue.  At  10  p.m.  and  at  midnight  on  the 
same  day  he  had  other  fits,  in  which  he  became  unconscious,  clenched  his  hands, 
and  rolled  his  eyes  about.  On  the  morning  of  the  18th,  at  7.30  and  at  9  a.m., 
he  had  two  more  fits,  in  which,  although  he  retained  consciousness,  the  muscles  of 
the  shoulders,  arms,  and  legs  alternately  contracted  and  relaxed.  The  last  fit  was 
on  October  19th  about  11  a.m.,  and  this  lasted  about  ten  minutes,  with  no  loss  of 
consciousness.  After  this  fit  he  was  found  to  have  lost  power  on  the  right  side. 
On  the  21st  it  was  noticed  that  the  patient  could  not  speak  plainly. 

There  was  a  history  that  in  1883  the  patient  had  lost  power  in  both  his  lower 
limbs,  lasting  from  December  to  May,  and  that  two  years  later  he  had  a  similar 
but  slighter  attack. 

When  examined  on  admission  he  was  lying  on  his  back  semi-unconscious, 
muttering  occasionally  or  smiling  vacantly.  The  right  arm  was  powerless,  the 
right  lower  extremity  was  more  rigid  than  the  left,  the  right  side  of  the  face 
moved  less  than  the  left,  and  the  mouth  at  times  was  drawn  over  to  the  left. 
The  knee-jerks  were  both  absent.  The  plantar  cremasteric  and  epigastric  reflexes 
were  present.  No  absolute  loss  of  sensation.  Pupils  unequal,  left  the  smaller, 
no  reaction  to  light.  Fundi  normal,  with  the  exception  of  one  or  two  atrophic 
patches  in  the  right.  No  apparent  oculo-motor  paralysis.  Some  ptosis  of  left 
upper  lid.  Tongue  protruded  straight,  slightly  coated.  Power  of  swallowing 
unaffected.     Bowels  confined.     Urine  retained  ;  acid,  1020,  trace  of  albumen. 

On  the  24th  it  was  noted  that  the  thoracic  movements  were  very  irregular, 
and  that  the  respirations  were  13  or  14  to  the  minute.  On  the  26th,  except  that 
there  were  profuse  per.«pirations,  there  was  little  change  in  the  condition. 


332  IS91— Medical. 

Post-mortem  examination. — Sparely  nourished.  Slight  atheroma  of  aortic 
and  mitral  valves  and  general  atheroma  and  some  dilatation  of  lower  three  inches 
of  aorta.  Lower  lobe  of  left  lung  in  a  state  of  red  and  in  patches  grey  hepatisa- 
tion,  with  recent  acute  pleurisy  on  the  surface.  The  right  pleuritic  cavity 
obliterated  by  old  adhesions,  and  the  lung  below  fibrous  and  airless,  above  con- 
gested and  cedematous.     Liver,  spleen,  and  kidneys  no  marked  disease. 

Brain  :  Dura  mater  congested.  The  convolutions  of  the  central  part  of  the 
left  hemisphere  were  much  flattened  as  compared  with  the  right,  and  at  the 
upper  end  of  the  left  fissure  of  Rolando  there  was  a  patch  of  tough  yellow  lymph 
the  size  of  a  sixpence.  Most  of  the  vessels  on  the  left  side,  and  to  a  less  extent 
those  on  the  right,  were  accompanied  by  a  streak  of  inflammatory  exudation.  The 
patch  of  lymph  was  found  to  overlie  the  upper  extremity  of  a  somewhat  trian- 
gular abscess-cavity  about  the  size  of  a  walnut,  containing  thick  greenish-brown 
pus.  The  wall  of  the  cavity  was  quite  definite,  but  did  not  suggest  any  great 
chronicity.  It  was  soft  and  studded  with  recent  haemorrhages,  and  just  impinged 
on  the  cortical  grey  matter. 

There  was  chronic  lepto-meningitis  about  the  base,  the  pia  being  thickened 
and  opaque  about  the  Sylvian  fissures,  chiasma,  and  cerebellum. 

The  basilar  artery  was  dilated  and  sinuous,  and  its  inner  surface  was  dotted 
with  small  yellow  spots.     No  embolism  or  thrombosis. 

With  the  exception  of  extreme  rarefaction  of  the  left  petrous  bone,  the  cause 
of  which  was  doubtful,  there  was  no  evidence  of  ear  disease. 

(J)  Cerebellar  abscess;  chronic  ear  disease. — L.  P.  B — ,  boy,  sst.  16,  admitted 
July  27th  ;  died  July  28th,  1891. 

His  illness  commenced  suddenly  on  the  morning  of  July  21st  with  pains  in- 
volving the  whole  of  the  head,  not  localised  to  one  spot,  and  vomiting.  He  had 
shivering  but  apparently  no  rise  of  temperature,  according  to  the  doctor  who 
was  called  in.  The  pain  became  more  and  more  severe,  and  as  the  malady  pro- 
gressed he  became  noisily  delirious,  both  at  night  and  during  the  day.  He  had 
complete  loss  of  appetite  and  was  unable  to  sleep.  During  the  delirium  he  had 
twitching  of  the  neck  muscles,  sweating,  and  grinding  of  the  teeth.  His  hands 
were  noticed  to  tremble  when  he  raised  them  to  clasp  his  head.  The  bowels  were 
constipated. 

There  was  a  history  of  discharge  from  the  ears  on  and  off"  for  seven  or  eight 
years.     There  had  been  no  discharge  for  a  month  preceding  the  attack. 

On  examination. — Semi-comatose.  Could  be  roused  sufficiently  to  answer  his 
name.  Extremely  irritable.  Tongue  dry  and  brown.  Pulse  84.  Respirations 
30.  Temperature  99°.  Urine,  trace  of  albumen.  No  oculo-motor  or  other 
paralyses.  Ophthalmoscopic  appearances  normal.  Knee-jerks  normal.  Two 
small  perforations  in  right  membrana  tympani.  In  left  membrana  doubtful 
bulging,  no  perforation. 

Progress. — The  patient  became  extremely  restless.  Breathing  accompanied  by 
a  loud  gurgling  noise.  The  condition  suddenly  changed  a  few  hours  later,  he 
became  quiet,  rapidly  sank,  and  died  without  change. 

Post-mortem  examination. — Extensive  old  adhesions  about  the  upper  part  of 
both  pleura.  Both  lungs  very  dark  in  colour  and  cedematous  in  their  lower 
halves.  Bronchial  glands  on  the  right  side  enlarged  and  caseous.  In  the  right 
lateral  lobe  of  the  cerebellum  there  was  an  abscess  about  the  size  of  a  walnut, 
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lying  immediately  under  the  surface,  full  of  thick,  blood-stained  pus.  The  dura 
mater  covering  the  posterior  part  of  the  posterior  surface  of  the  right  petrous 
bone  was  separated  from  the  bone  by  a  collection  of  very  offensive  pus.  On  the 
more  anterior  portion  of  the  same  aspect  of  the  bone  there  was  a  little  lymph  on 
the  dura.  No  thrombosis  of  lateral  sinus  or  internal  jugular  vein.  There  was  a 
large  perforation  of  the  right  tympanic  membrane. 


3.  CEREBRAL    EMBOLISM  f    ULCERATIVE    ENDOCARDITIS. 

F.  S— ,  girl,  at.  17,  admitted  March  22nd ;  died  May  26th,  1891. 

She  had  never  been  very  strong,  but,  except  smallpox  when  five  years  of  age, 
had  been  quite  free  from  illness  until  about  two  weeks  before  admission.  She 
then  began  to  suffer  from  pains  in  her  arms  and  legs,  and  from  headache.  She 
also  complained  of  shivering  and  cold,  and  sat  over  the  fire.  On  March  15th  her 
headache  became  worse  and  her  speech  became  affected.  Next  day  she  had  lost 
power  in  the  left  arm  and  leg.  • 

On  admission. — Anemic  but  well  nourished.  Complete  right  hemiplegia.  No 
anaesthesia.     Completely  aphasic.     Mitral  systolic  murmur.     No  albuminuria. 

Progress. — No  improvement  in  the  paralysed  limbs  took  place.  The  patient 
was  extremely  irritable.  She  continued  almost  completely  aphasic.  The  tem- 
peratui'e  throughout  was  irregular,  generally  having  a  range  of  about  4°  in  the 
twenty-four  hours.  She  emaciated  rapidly.  Albuminuria  developed.  The  heart 
action  became  feebler. 

Post-mortem  examination. — There  were  vegetations  on  the  mitral  valve  of  the 
heart.  Broncho-pneumonia  of  the  right  upper  lobe  of  the  lung.  Infarcts  in  the 
spleen.  The  left  kidney  was  almost  entirely  composed  of  firm,  yellowish-white 
infarcts,  none  of  which  showed  signs  of  softening.  The  left  renal  artery  was 
completely  blocked  by  recent  firm,  dry,  white  clot. 

In  the  centre  of  the  left  cerebral  hemisphere  was  a  mass  of  white  softening 
involving  the  whole  of  the  central  ganglia. 


4.   EPILEPSY. 
Fatal  Case. 

J.  S — ,  male,  set.  19,  admitted  September  28th;  died  October  Gth,  1891. 

At  the  age  of  ten,  after  falling  down  a  staircase,  he  was  said  to  have  been 
insensible  for  a  time  and  to  have  had  fits.  There  seems  to  have  been  no  recur- 
rence of  the  fits  until  the  present  illness. 

This  began  about  three  months  previous  to  admission  with  headache  and 
depression  of  spirits,  which  were  attributed  to  alarm  caused  by  witnessing  an 
accident.  On  September  21st  he  was  noticed  to  have  a  difficulty  of  speech,  which 
gradually  increased.  On  the  morning  of  September  25th  he  had  a  fit,  during 
which  he  fell  into  the  fire,  foamed  at  the  mouth,  and  passed  fasces  unconsciously. 
The  fit  was  followed  by  a  severe  attack  of  vomiting.  On  the  26th  he  had  three 
fits,  and  on  the  27th  a  great  many. 
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Condition  on  examination.— Con\u\si\c  pnroxysms,  in  which  he  struggled, 
attempted  to  get  out  of  bed,  and  seized  hold  of  anyone  near  him,  alternated  with 
periods  during  which  he  lay  on  his  back,  looked  round,  and  sometimes  seemed  to 
notice  if  spoken  to,  but  never  uttered  a  word.  During  the  intervals  there  were 
occasional  twitchings  of  the  face,  more  marked  on  the  right  side.  No  paralysis, 
no  rigidity.     No  albuminuria. 

Progress. — In  the  evening  he  became  at  times  very  violent,  throwing  his  arms 
about,  and  during  these  seizures  he  occasionally  uttered  two  or  three  words  quite 
distinctly,  such  as  "  I  will "  or  "  No,  I  won't."  On  the  29th  he  was  fairly  quiet, 
but  at  times  rhythmically  moved  each  arm,  more  frequently  the  right.  He  raised 
the  whole  limb  from  the  shoulder,  the  elbow  remaining  semi-flexed  and  the 
forearm  semi-pronated.  At  the  same  time,  or  occasionally  just  before  or  after 
the  movement  of  either  arm  began,  the  muscles  of  the  right  side  of  the  face  were 
vigorously  contracted,  the  angle  of  the  mouth  being  drawn  over  to  the  right. 
From  this  time  until  he  died  similar  convulsive  movements  recurred  at  intervals. 
He  made  no  sign  of  speech  after  the  evening  of  the  28th.  The  temperature  rose 
to  103^  on  the  5th. 

Post-mortem  examination. — The  vessels  of  the  dura  mater  were  over-full.  The 
pia  arachnoid  was  intensely  congested,  and  there  were  several  small  hajmorrhages 
around  large  vessels.  The  vessels  throughout  the  brain  surface  appeared  dilated. 
There  were  numerous  hajmorrhages  in  the  lungs,  from  the  size  of  a  pea  to  that  of 
a  walnut.    There  were  also  some  epicardial  ha!morrhages. 


5.  CHOREA. 

Fatal  Case. 

A.  E.  N — ,  girl,  ait.  7,  admitted  December  24th,  1820;  died  January  13th. 
1891. 

No  history  of  rheumatism  either  in  patient  or  her  family. 

Her  illness  was  dated  from  December  4th,  when  she  seems  to  have  been  in 
some  fear  of  a  beating  at  school.  At  first  she  was  unusually  quiet  and  listless. 
On  December  8th  she  could  not  stand,  and  she  complained  of  pains  in  the  knees 
and  arms.  On  the  following  day  irregular  and  jerky  movements  of  the  hands 
commenced.     The  movements  gradually  increased  until  admission. 

On  admission. — The  usual  movements  of  legs,  arms,  and  face  were  to  be  seen. 
There  was  a  mitral  systolic  murmur.  The  knee-jerks  were  brisk.  There  was  no 
albumen.     No  rheumatic  nodules. 

Progress. — The  movements  soon  diminished  and  the  child  became  quiet,  but 
she  seemed  very  weak  and  ill.  On  the  afternoon  of  January  10th  cough  and 
retching  proved  troublesome.  Next  evening  she  was  worse,  and  was  sick 
nearly  all  the  night.  On  the  12th  she  was  very  prostrate,  eyes  sunken,  pulse 
extremely  feeble  and  rapid.  She  complained  of  pain  at  lier  heart.  She  died  the 
following  day.     The  temperature  was  scarcely  ever  above  normal. 

Post-mortem  examination. — Body  well  nourished.  The  left  ventricle  was 
dilated,  and  the  mitral  valve  was  incompetent  and  was  dotted  with  minute 
granulations.     The  bronchi  were  full  of  muco-pus. 
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VI.  POISONING. 

1.    NITRIC    ACID     POISONING;     DEATH     AFTER     SEVEN    WEEKS; 
EXTREME   CONTRACTION    OF    THE    PYLORUS. 

A.  T— ,  set.  41,  a  married  woman,  admitted  January  5tli,  1891  j  died  February 
24th,  1891. 

The  patient,  who  had  been  depressed  in  spirits  for  two  mouths  since  a  mis- 
carriage, on  January  5th  swallowed  about  one  tablespoonful  of  strong  nitric 
acid.     She  was  brought  to  the  hospital  two  and  a  half  hours  later. 

The  greater  part  of  the  lower  lip  was  covered  with  a  yellow  stain,  and  there 
was  a  similar  streak  extending  from  the  mouth  to  the  chin. 

The  cheeks,  palate,  fauces,  tonsils,  pharynx,  and  the  greater  part  of  the  tongue 
were  of  a  uniform  opaque  white  colour. 

On  each  side  of  the  dorsum  of  the  tongue  there  were  yellow  stains,  between 
which  there  was  a  bleeding,  eroded  tract. 

There  was  thick,  tenacious  mucus  at  the  back  of  the  pharynx,  and  mucus  was 
also  constantly  running  from  the  mouth.  There  was  frequent  retching  and 
vomiting  of  frothy,  thick,  grumous  matter. 

The  patient  complained  of  a  burning  pain  along  the  course  of  the  oesophagus 
and  in  the  stomach.     The  temperature  was  subnormal. 

Progress. — During  the  first  week  there  was  frequent  vomiting,  and  the  patient 
continued  to  suffer  from  pain.  On  January  10th  an  erythematous  rash  appeared, 
chiefly  over  the  right  buttock  and  hip,  but  also  partly  over  the  left.  In  one  or 
two  places  there  were  large,  uniform  pink  patches,  whilst  between  these  and 
around  their  margins  there  were  slightly  elevated  spots.  The  larger  patches 
appeared  to  have  formed  from  coalescence  of  the  small  ones.  On  the  11th  there 
was  a  papular  rash  over  the  dorsum  of  each  foot.  In  a  few  days  all  traces  of 
the  rash  had  disappeared.  On  the  evening  of  the  12th  the  patient  twice  vomited 
nearly  half  a  pint  of  pure  venous  blood,  which  subsequently  clotted.  The  vomiting 
of  blood  was  repeated  on  the  13th.  For  about  a  week  after  this  there  was  little 
or  no  vomiting,  but  on  the  27th  vomiting  commenced  again,  and  occurred  re- 
peatedly from  this  time  onwards.  The  patient  became  feebler  and  apathetic, 
and  wasted  very  much.  Although  she  vomited  she  had  no  pain  or  difficulty  in 
swallowing.  The  amount  vomited  was  altogether  very  considerable,  and  appeared 
to  be  more  than  she  swallowed. 

Post-mortem  examination. — Great  emaciation.  Mouth,  fauces,  and  oesophagus 
appeared  quite  healthy.  The  stomach  was  small,  dark  in  colour,  and  contained 
about  three  quarters  of  a  pint  of  thin  brown  fluid.  The  surface  was  unnaturally 
smooth,  and  very  large  veins  showed  prominently  through  its  coats.  The  pylorus 
was  tightly  contracted,  only  admitting  a  small  sound,  but  on  section  the  walls  of 
the  stomach  which  surrounded  the  pyloric  opening  appeared  to  be  healthy. 

The  intestines  were  hypersemic  throughout  almost  their  whole  extent,  but 
were  not  otherwise  diseased. 

The  trachea  and  bronchi  appeared  normal. 

The  lower  part  of  the  right  lung  was  airless  and  hypersemic,  and  presented 
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closely-sct  islets  of  broncho-pneumonia.     The  left  lung  was  somewhat  hjperaemic, 
but  otherwise  healthy. 


2.  POISONING  WITH   ARSENIC;    DEATH  AFTER  EIGHTEEN   DAYS; 
CORROSION    OF   STOMACH;    FATTY    LIVER   AND    KIDNEYS. 

J,  A.  L— ,  brass  finisher,  set.  43,  admitted  June  6th,  1891 ;  died  June  24th, 
1891. 

On  the  morning  of  admission  the  patient  took  three-pennyworth  of  white 
arsenic.  The  cause  appears  to  have  been  domestic  unhappiness,  he  having  been 
married  one  week  and  having  quarrelled  all  the  time. 

In  about  two  minutes  after  swallowing  the  poison  the  symptoms  came  on — 
sweating,  inability  to  stand,  followed  by  soreness  of  throat,  abdominal  pain, 
diarrhoea,  and  vomiting. 

He  was  seen  within  two  hours  of  taking  the  poison.  He  then  complained  of 
great  coldness,  his  nose,  hands,  and  lips  were  blue,  his  pulse  was  extremely  weak, 
while  his  pupils  were  extremely  contracted  and  did  not  react  to  light.  He 
vomited  several  times  in  the  receiving  room.  There  was  slight  epigastric  tender- 
ness, with  rigidity  of  the  recti  muscles.  He  was  given  repeated  doses  of  freshly- 
prepared  hydrated  peroxide  of  iron,  and  the  ammonia  used  in  the  preparation 
seemed  to  revive  him.  This  was  followed  by  castor  oil.  The  urine  contained 
about  one  fourth  albumen. 

Progress. — The  abdominal  pain  continued  for  about  two  days.  Diarrhoea 
proved  very  troublesome  for  about  ten  days,  being  most  severe  about  the  fifth, 
sixth,  and  seventh  days,  when  the  bowels  were  opened  eleven  times  in  the 
twenty- four  hours.  Occasionally  there  was  blood  in  the  stools.  There  was  great 
thirst.  The  gums  became  sore  and  ulcerated,  and  the  breath  was  very 
offensive.  The  tongue  became  coated  with  a  thick  yellow  fur,  and  later  it  was 
dry,  brown,  and  fissured.  Albuminuria  continued,  and  arsenic  was  found  in  the 
urine.  About  the  end  of  the  first  week  the  mental  condition  became  peculiar, 
and  the  patient  had  delusions.  He  steadily  emaciated,  and  grew  feebler.  On 
June  22nd  a  papular  eruption  appeared,  at  first  on  the  back  and  later  on  the 
forehead,  face,  arms,  trunk,  and  legs.  It  was  most  abundant  on  the  forehead 
and  face. 

The  temperature  as  a  rule  was  normal  or  subnormal,  but  on  one  or  two  evenings 
it  was  as  high  as  100°  F. 

The  patient  died  early  on  the  morning  of  the  24th.  Before  death  he  had 
hiccough,  and  was  noisy  and  groaned  incessantly. 

Post-mortem  examination. — Body  wasted.  Traces  of  papular  eruption  still 
present.  Liver  and  kidneys  richly  fatty.  Stomach  at  lower  part  of  cardiac  end 
blackened  and  thickened.  Heart  pale,  rather  large  and  flabby.  Arsenic  was 
found  in  the  liver  and  kidneys  by  Dr.  Bernays. 


SURGICAL    REPORT. 

1891. 


Br  E.  C.  STABB. 


Preface. 

The  following  report  has  been  compiled  on  similar  lines 
to  its  predecessors.  As  a  dressing  for  operation  wounds  the 
double  cyanide  gauze  has  largely  replaced  iodoform^  as  has 
the  solution  of  perchloride  of  mercury  similarly  replaced 
carbolic  acid  as  a  lotion.  The  use  of  drainage-tubes  in  th.e 
treatment  of  operation  wounds  lias  almost  been  abolished. 

Koch's  treatment  has  been  tried  in  several  cases  of 
tuberculous  joint  and  skin  affections^  producing  a  general 
reaction  in  all^  and  a  local  reaction  in  the  skin  cases^  but 
apparently  no  local  change  in  the  joint  cases.  No  benefit 
was  derived  from  the  treatment  in  any  case. 
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General  Surgical  Statement,  not  including  the  Ophthalmic 

Cases. 


Number  of  surgical  beds 

„        of  surgical  patients  in  hospital,  January  1st,  1891        -j  pg^aigg    73 

„      I  „  »  ,.        December  31st,  1891    {£jles^86 


241 


treated  to  a  termination  in  1891 


2412 


Total. 

Males. 

Female 

Discharged  cured    . 

.       1842 

..      1170 

672 

„           relieved 

274 

203 

71 

„           unrelieved     . 

121 

63 

58 

Died       .                 .         .         . 

175 

107 

68 

Totals     . 

.       2412 

..       1542 

869 

Average  number  of  deaths  7*2  per  cent. 

„  „  days  in  the  hospital  29*12. 
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Table  I. — Abstract,  showing  Diseases,  ^c,  in  Classes, 


DISEASE. 

Sex.  j 

Age. 

Duration  before  admission. 

M. 

16 
2 

2 
2 

7 

1 

7 

3 
15 
3 
1 
3 
1 
1 
1 

1 
1 
1 
2 

2 
1 

F. 
14 

1 

35 

6 

6 
23 

19 

2 

1 
1 

5 

1 
1 

i 

... 

-5 

4 

-10 
2 

1 
-20 

1 
2 

1 
14 

1 

-30 
8 

1 
22 

2 

1 
1 

-40 

7 

1 

4 

1 
2 

4 

1 
1 

1 
1 

"i 

2 
1 

-50 
5 

i 

5 

3 
11 

7 

2 

1 
5 

"i 

1 
1 

-60 
1 

1 

1 
4 

5 

4 

5 
2 

1 

1 

1 

i 

2 

+  60 
2 

1 
6 

3 

1 

5 

1 

2 

4 

1 

1 
1 

i 
"i 

Dys. 
1-4 

22 
2 

Dys. 
5-13 

8 

1 

Wks 
13 

i 

4 

Mts. 
1-2 

...  1 

2 

7 

2 

2 
6 

1 

1 
2 

Mts. 
2-6 

ii 

3 

2 
8 

7 

1 

1 

4 

1 
10 

1 

"i 
i 
1 

i 

1 
1 

Mts. 
B-12 

6 
2 

2 

'a 
o 

M 

.a 
o 

5 

"7 
1 

1 

5 

2 
3 

1 

i 

1 

1 

ll 

1 

Geneeal  Diseases. 
Erysipelas 
Pyaemia     .         .         .         . 

Syphilis — 

a.  Primary     . 

b.  Secondary 

c.  Tertiary     . 

Local  Diseases. 
Carcinoma — 

Scirrhus  of  breast  . 
Do.  and  glands  . 

Recurrent  of  breast  and 

glands 
Palate    .         .         .         . 

ffisophagus    . 

Pylorus 

Colon     .         .         .         . 

Rectum 

Vagina  .         .         .         . 
Bladder 

Epithelioma — 

a.  Lip     .         .         .         . 

b.  Tongue 

e.  Floor  of  inouth  . 

d.  Mucous  mem.  of  cheek 

e.  Tonsil 
/.  Larynx 

g.  Skin  of  neck 

h    Penis. 

i.  Humerus    . 

j.  Scar  of  leg 
k.  Heel  .         .         .         . 
Z.  Toe     . 
m.  Secondary   glands    of 

neck 
n.  Do.,  recurrent     . 
0.  Recurrent  of  face 
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according  to  authorised  Nomenclature. 


Duration  of  residence. 

Resul 

t. 

Remarks. 

Dvs. 
1-4 

Dys. 
5-13 

Wks 

2-4 

Mts.lMts 
1-3    2-4 

Mts. 
4-6 

Mts.  Mts.  Mts. 
6-9  9-13, +  13 

C.    R 

U 

D 

3 
2 

1 
5 

2 

1 

i 
1 

2 

1 
2 

1 

1 
1 

12 

5 
3 

"2 
6 

3 

1 

5 
1 

"2 

1 

8 

1 
17 

3 

3 
13 

8 

2 

... 

3 

1 

2 
5 

1 
1 

1 
1 

i 

1 

7 

1 

9 

6 

3 
5 

4 

3 

3 

1 

i 

1 
1 

1 

"i 

1 

i 

1 

"i 

1 

...    ] 
...    ] 

29... 

2    1 
}3    3 

L2    1 
6 

1 
2 

i 

Fatal  case:  einpyenia;  ?  septicffimia. 
Injury  to  tibia  Ij  110  history  of  injury  1. 

Phagedfenic  sores  2. 

Fatal  ease:  abortion.     P.M. — Uleeration  of  in- 
testine. 

1  transferred  to  Home.    Fatal  cases  :  septicemia 

1,  erysipelas  1. 
Erysipelas  1.     Second  recurrence  in  3. 

1   refused   operation;    1    excision    of    superior 

maxilla. 
Gastrostomy. 

Gastro-jejunostomy.     Fatal  from  collapse. 
Abdominal  exploration  and  right  inguinal  colo- 

tomy. 
Fatal  cases :  heart  disease  1,  ha3morrhage  from 

bowels  1. 
Refused  treatment. 
Exhaustion. 

Refused  operation  1. 

Floor  of  mouth  involved  in  3,  tonsil  in  ] . 

Too  extensive  for  operation. 

Excised, 

Too  extensive  for  operation. 

Tracheotomy. 

Excised. 

Refused  operation. 

Spontaneous  fracture;   secondary  to  carcinoma 

of  rectum. 
Old  necrosis  of  tibia. 
Mikulicz's  operation. 
Secondary  fungating  mass  in  groin. 
Old  epithelioma  of  lip ;  second  recurrence  1. 

Fatal  case :  shock. 

7  ... 
5    1 
1... 

1    3 

2... 
7  2 

1... 

'.'.    1 
1   .. 

1 

4 
3 
1 

6 
1 

1 
6 
3 

3 
1 

2 

1 
1 
1 

2 
i 

1 

1  ... 
.    1 

2  ... 

1 

1 

1 

■ 
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Table  I. — Abstract,  showing  Diseases,  S^c  ,  in  Classes, 


DISEASE. 


Local  Diseases— continued. 

Rodent  ulcer     . 
Malignant  of  face 


neck    , 
mediastinum 
liver     . 
bile  ducts 
abdomen 


Sarcoma — 

Breast  (recurrent) 

Testicle 
Kidney  . 

Skin       . 

Submaxillary  glands 
Inferior  maxilla     . 
Sternum  (recurrent) 
Radius  . 
Femur  . 

a.  Lympliadenoma 

b.  Parotid  tumour 

c.  Adenoma 

d.  Angioma  (recurrent) 

e.  Na3vus  . 

/.  Fibroma 
ff.  Myxo- fibroma 
h.  Simple  epulis 
i.  Do.  (recurrent) 
/.  Papilloma 
k.  Adenoid  vegetations 
I.  Polypus  of  ext.  meatus 
>».         „  naso-pharynx 

n.         „  nasal     . 

0.        „  rectal    . 

p.  Lipoma 
q.  Exostosis  of  palate 
r.  ,,  femur 

s.  „  fibula. 

/.  ,,  subungual 


Sex. 

Age. 

Duration  before  admission. 

M. 

F. 

-5 

-10 

-20 

-30 

-40 

-50 

-60 

+60 

Dys. 
1-4 

Dys. 
5-13 

Wks 
2^ 

Mts. 
1-2 

Mts. 
2-6 

Mts. 
6-12 

1 

5 

^r3 

1 

2 

1 

2 

1 

2 

1 

2 

... 

3 

... 

... 

... 

1 

2 

4 

2 

1 

1 

1 

3 

1 

"i 

i 

1 

... 

"i 

... 

i 

1 

i 

2 

1 

i 

2 

1 

... 

1 

1 

"i 

... 

1 

"i 

i 

1 

... 

"i 

... 

1 

... 

2 

... 

1 

i 

... 

i 

i 

1 

1 

1 

i 

i 

1 

... 

i 

1 
1 

1 

1 

•  •• 

i 

2 

1 

1 

... 

... 

... 

2 

2 

1 

2 

1 

... 

3 

1 

6 

1 

1 

2 
1 

2 

2 

... 

... 

"i 

i 

3 

1 
2 

2 

4 

2 

1 

4 

2 

1 

1 

1 

1 

2 

2 

i 

2 
1 

... 

1 

1 

1 

1 

... 

i 

i 

1 

2 

1 

1 

"i 

... 

1 
1 

i 

1 

1 
1 

1 

1 
1 

2 

1 

1 

•  •• 

1 

1 

3 

1 

... 

i 

1 

2 

1 

2 

i 

1 

1 

1 

1 

11 

1 

... 

4 

5 

1 

1 

2 

1 
1 

i 

,.'l 

9 

1 

1 

1 

1 

1 

i 

2 

1 

1 

1 

1 

... 

2 

i 
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according  to  authorised  Nomenclature — continued. 


1                  Duration  of  residence.                 1      Result. 

■ 

Remarks. 

Dys. 
1-4 

2 

"i 

"i 

"2 

1 

2 

Dys 
5-13 

1 
2 

3 
1 

1 

i 
3 

i 
1 

1 
1 

"i 

1 

1 

8 
1 

"3 

Wks 
2-4 

1 
1 

i 
i 

1 

1 
2 

1 

1 

i 

"i 
4 
1 

1 

2 
i 

i 

3 
i 

Mt8 

1-2 

1 
1 

i 

1 

"2 
"i 

i 

Mts 

2^ 

... 

1 

i 

Mts 

4-6 

... 

iMts 
... 

Mts 
9-K 

i 

... 

ImIs.  _ 
+  12  C- 

R 

i 

2 

u. 

1 
3 

4 

"i 

i 

D 

...  ' 

2 

1 

1 

i 

i 

1 
2 

1 
1 

6 

1 
3 

2 
1 
2 
1 
2 
2 
1 
1 
3 

1 
11 
1 
1 
1 
3 

"i 

Forehead  1,  thigh  1,  recurrent  of  face  and  jaw  1. 
Cheek  2  (1  third  recurrence) ;  parotid  region  1, 

recurrent.     All  too  extensive  for  operation. 
3  too  extensive  for  removal ;  1  albuminuria. 
Sloughing  mass  in  axilla.    Fatal  from  exhaustion. 
Exploration. 
Exploration. 
?  omentum. 

Same  case  readmitted  for  second  and  third  re- 
currence. 

Castration. 

Fatal  from  scarlet  fever  in  medical  ward. 

1  pedunculated  of  elbow,  1  disseminated  mela- 
notic. 

Apparently  primary.   Too  extensive  for  removal. 

Myeloid ;  removed. 

Fourth  recurrence;  scraped,  &c. 

Myeloid;  excised. 

Ossifying  spindle-celled  1,  myeloid  1. 

Fatal  case  :  from  pressure  on  trachea. 

?  adenoma. 

All  of  breast ;  1  double. 

In  scar  of  old  excision  on  shoulder. 

Fatal  cases  :  shock  after  operation  1 ;  ?  cause  1, 

no  operation. 
Skull  1,  palmar  fascia  1. 
Of  brachial  plexus. 
Upper  jaw  1,  lower  1. 
Upper  jaw  (readmitted). 
Face  1  (multiple),  tongue  1. 
Pharynx. 

Third  recurrence. 

All  recurrent.     Fatal  case :  meningitis,  old  dis- 
ease of  cribriform. 

1  diffuse,  1  fibro-lipoma ;  1  no  operation. 

Ivory. 

Lower  epiphysis. 

Upper  extremity, 

1  recurrent. 

1 
i 

1 
1 

1 

1 

1 

2 

... 

1 

1 

... 
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Table  I. — Abstract,  showing  Diseases,  S^c,  in  Classes, 


DISEASE. 

Sex.  1 

Age. 

Duration  before  admission. 

M. 

F. 

-5 

-10 

-20 

-30 

-40 

-50 

-60 

+  60 

Dys. 
1-4 

Dys. 
5-13 

Wks 
3-4 

Mts 
1-3 

Mts. 
2-6 

MtB, 

6-12 

S 

o 

5 

Local  Diseases — continued. 

Cysts — 

a.  Dermoid 

b 

2 

3 

1 

1 

1 

1 

2 

1 

h.  Do.  (recurrent)  . 

1 

1 

1 

c.  Sebaceous  . 

3 

1 

2 

3 

d.  Alveolar 

1 

1 

1 

e.  Of   posterior  triangle 

1 

1 

1 

of  neck 

/.  Congenital  sacral 

1 

1 

1 

g.  Ovarian 

5 

1 

2 

i 

1 

1 

1 

3 

h.  Of  broad  ligament 

1 

1 

1 

i.  Of  epididymis     . 

1 

1 

i 

j.  Cystic  testicle     . 

1 

1 

1 

Neevous  System. 

Facial  paralysis 

1 

1 

1 

Neuralgia,  5th  nerve 

1 

1 

1 

Spasmodic  torticollis 

2 

1 

1 

1 

1 

Musculo-spiral  paralysis    . 

1 

1 

1 

Dislocation  of  ulna  nerve  . 

1 

1 

i 

1 

1 

1 

Old  division  of  ulna  nerve 

2 

1 

1 

1 

1 

Do.  median    , 

1 

1 

1 

False  neuromata  of  stump 

1 

1 

1 

Infantile  paralysis     . 

2 

1 

1 

2 

ClECULATOEY    SYSTEM. 

• 

Aneurysm 

4 

1 

3 

1 

2 

1 

Cirsoid  aneurysm 

1 

1 

1 

Dilated  abdominal  aorta    . 

1 

1 

1 

Varicose  veins  . 

31 

8 

... 

11 

23 

2 

3 

2 

2 

fi 

4 

20 

5 

Thrombosis 

3 

2 

1 

1 

1 

1 

Phlebitis   .         .          .          . 

1 

1 

1 

Impaired  circulation  in  leg 

1 

1 

1 

... 

Haemorrhage     . 

3 

1 

1 

3 

4 

Gangrene — 

a.  Finger 

1 

1 

1 

i.  Leg    . 

1 

1 

1 

c.  Foot  .         .         .         . 

3 

1 

1 

1 

1 

1 

1 

d.  Toes  .         .         .         . 

1 

I 

] 
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according  to  authorised  Nomenclature—  continued. 


Duration  of  residence. 

Result. 

Remarks. 

Dys. 
1-4 

i 

2 

Dys. 
5-13 

3 

1 
2 

i 
1 

1 

1 
1 

1 

"i 
1 
1 

2 

Wks 

2-4 

i 
1 

1 
i 

i 

i 
i 

"i 

18 
2 

i 

•i 

Mts. 
1-2 

1 
3 

i 

i 

i 
i 

2 
3 

1 

20 

1 

I 

Mts. 
2-4 

1 

i 
i 

Mts. 
4-6 

;;; 

Mts. 
6-9 


... 

Mts. 
9-12 

1 

Mts. 
+  12 

C. 

5 

1 
3 

1 
1 

4 

1 

1 

2 

2 

2 

1 

37 
3 
1 

4 

1 

1 
2 

... 

R. 

u. 

D. 

Second  recurrence. 

Lower  jaw. 
Thin-walled  serous  cyst. 

1    transferred    to   Adelaide.     Ovariotomy   4   (1 

double). 
Purulent  peritonitis. 
Excised. 
Castration. 

?  cause. 

Excision  of  mental  nerve. 

Excision  of  portion  sp.  ace.  nerve,  and  posterior 

branches,  upper  3  cervical  nerves  in  1  case. 
Involved  in  callus.     Refused  operation. 
1  due  to  injury,  1  ?  cause. 
Both  sutured. 
Unfit  for  operation. 
9  months  after  amputation. 
Amputation  in  both  cases. 

Common  carotid  1,  external  carotid  1,  ilio- femoral 

1,  popliteal  1. 
Occipital  region ;  excised. 

Abdominal  wall  1,  all  others  of  leg  (double  in  6) 

Opposite  limb  previously  amputated  for  embolic 

gangrene. 
3  from  varicose  veins,  1  after  circumcision. 

?  cause.     Amputation. 

Embolic.     Amputation  of  thigh. 

Raynaud's  disease  2,  senile  1.     Amputation  in  all. 

Diabetic.    No  operation. 

1 
1 

1 

1 
1 

1 

i 

•  •• 

i 

,1 

2 

1 

1 

1 

1 
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Table  I. — Abstract,  showing  Diseases,  ^c,  in  Classes, 


Sex. 

Age.                                    Duration  before  admisaion. 

DISEASE. 

M. 

F. 

-5 

-10 

-20 

-30 

-40 

-50 

-60 

1 
+60. 

Dys. 
1^ 

Dys. 
5-13 

Wks 

2-4 

Mts. 
1-2 

1 

Mt8. 

2-6 

Mts. 
6-12 

o 

5 

•3 

Ductless  Glakds. 

C^'stic  bronchocele 
Simple      hypertroph 
thyroid 

Respieatoet  System. 
Tuberculous  laryngit 
Obstruction  after   ti 

otomy 
Old  empyema     . 

Lymphatic  System. 
Lymphaiigitia  . 
Simple  adenitis 

Tuberculous  adenitis 
Spurious  elephantias 

Digestive  System. 
Acute  glossitis  . 
Mercurial  stomatitis 
Peritonsillar  abscess 
Hernia — 

Inguinal,  reducible 
„          irreducib 
„          straugula 
Femoral,  reducible 
„         irreducib 
,,         strangula 
Umbilical,  irreduci 
„         strangu 
Ventral,  reducible 
„        irreducibl 
Hydrocele  of  old  hern 
Acute  intestinal  obst 
Chronic       „ 
Ulceration  of  colon 
Prolapse  of  colon 
Artificial  anus   . 
Fsecal  fistula      . 
Proctitis    . 
Stricture  of  rectum 
Fissure  of  anus . 
Haemorrhoids     . 
Fistula  in  ano    . 
Prolapsus  ani     . 

yf     of 

is 
ache- 

s 

le      '. 
ted   . 

e 

ted    . 
ble    . 
ated. 

e 

alsac 

ruct°; 

1 
5 

2 
3 

21 
2 

i 

33 

13 

30 

1 

1 

2 
2 

i 

1 
1 
1 

1 

1 

9 

20 

1 

3 
2 

1 

6 
22 

1 

1 

1 

7 
1 

"i 

8 

16 

1 

4 

2 
2 
2 
6 

2 
1 
2 
3 

14 

8 

"l 
2 

i 

1 

3 
2 
2 

i 

1 
11 

3 

1 

"i 
... 

1 

1 

... 

3 

3 
16 

14 

3 

1 

"i 
9 

i 

14 
2 
5 

1 

2 

8 

7 

1 
1 

1 

1 
1 

3 
2 

4 

io 
i 

6 

1 

2 

i 

i 

i 

1 

"i 

12 

2 

"i 

1 

6 

4 

3 

4 

3 
1 

2 

i 
i 
i 
i 

2 

4 
3 

1 

1 

1 
2 
6 
1 
3 
1 

i 

1 
1 

2 

i 

3 
2 

... 

2 
2 

2 
5 

i 

2 

1 

i 
i 

i 

1 

"i 

1 
1 

29 

15 

"i 

"i 

1 

"i 

1 

"i 

"i 

1 

... 

"i 

1 

2 
3 

3 

1 

1 

1 

1 

"i 

5 

1 
2 

2 
1 

6 

1 

2 

10 

1 
2 

2 
2 

"s 

1 
1 

"i 

9 
2 

3 

1 

1 

i 

6 
3 

3 
2 

4 

2 
22 

30 
11 

2 
5 

"i 

"3 

1 

i 

i 

i 

3 
2 

17 
10 

1 
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according  to  authorised  Nomenclature — continued. 


Duration  of  residence.                 1 

Kesult. 

Remarks. 

Dys 

Dys 

Wks 

Mts 

'mIs 

Mts 

Mts 

Mts 

JMts. 

1 

1-4 

5-43 

2-4 

1-S 

2H 

4r4 

6-8 

9-15 

+12 

C.  R 

1 

f, 

3 

Kemovalof  left  lobe  in  2,  and  encapsuled  tumour 
in  1. 

? 

2 

Removal  of  one  lobe  in  each. 

1 

..    1 

Tracheotomy.     Pregnant;  labour  induced. 

1 

1... 

Exploration. 

1 

... 

2 

2 

1    4 

Sinus  in  eachj  2  readmissions. 

i 

1 

4 

1 
3 

i 

... 

?, 

Both  of  leg. 

Fatal   case:    sloughing    glands    after    measles. 

8... 

1 

Erysipelas  1  case. 

1 

1 
2 

25 

i 

10 

11 

2 

23 

2 

... 

...  4 

... 
...  2 

2    1 
1    1 

1... 
1 

... 

Same  case.     Leg  amputated  on  readmission. 

?  cause.     Submaxillary  incision. 
Incised. 

Double  in  7;  1  readmission;  2  refused  treatment. 

?, 

?; 

3 

1 
8   8 

3 

1 

6 

3 

3 

2 

4   7 

3 

1  became  strangulated  after  admission. 

8 

7 

12 

2 

1 

... 

...  2 

8... 

2 

1 

1 

1    1 

1  double. 

1 

5 

1 

2 

4'  2 

3 

3 

9 

2 

1 

1 

...  1 

...  1 

0|  1 

... 

5 

1 

1 

•    1 

3 

2 

i 

2 
2 

1 
1 

1 
1 

I  ... 

II  3' 

... 

3 

"i 

Irreducible  femoral  hernia  in  1. 

Umbilical  hernia  in  1. 

1  recurrent  after  radical  cure. 

No  communication  with  abdominal  cavity. 

Volvulus  1,  baud  1. 

2 

1 
1 

1 

1 

1 

... 

2  1 

3 

1 

i 

"i 

i 
1 

"i 

... 

1 

1 

Circular  enterorrhaphy  with  Senn's  rubber  ring. 

,,, 

.  1 

1 

1 

i 

2 

i 

:::i 

... 

1 

2  syphilitic. 

.    3 

i 

3i 

... 

3    1 

2 

...  1 

17 

3 

1 

...  1 

...  2 

01  1 

2 

2  recurrent. 

51 

19 

4 

...    i 

?. 

R...I 

i 

...  1 

•  ■• 

.!!' 

.1  1 

..1 
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Table  I. — Abstract,  showing  Diseases,  ^c,  in  Classes, 


DISEASE. 

Sex. 

Age. 

Duration  before  adniissiou. 

M. 

1 

1 

7 
1 

7 

27 

21 
5 
7 
4 
3 
3 

35 
4 
7 

11 

2 
2 

1 
6 
3 
3 

1 

5 

F. 
1 

"i 

2 

9 
19 

1 

4 

5 
1 

1 
1 
1 
1 

4 
10 
1 
1 
1 
2 
1 

-5 

1 

"i 

2 

1 

i 
1 

-10 

i 

5 
2 

i 

i 

-30 
1 

7 
3 

1 

1 
16 

2 

1 

1 

"i 

1 

i 

"i 

i 

-30 

1 

1 

1 

1 

6 

16 

4 

2 
2 

18 
"2 

1 

1 

1 

3 

5 

1 

i 

^0 

2 

"7 

5 

5 
2 
2 

i 
2 

"4 

1 

"2 

1 

i 
1 
1 
1 
2 
3 

i 

-50 

1 

li 

4 
4 

2 
1 
1 

i 

2 

1 

2 

i 

1 

i 
2 

1 ' 

-60+60 

Dys.  Dys 
1-4  5-lS 

Wks 

1 

16 
3 

1 

3 

"i 

1 

"i 
3 

Mts. 
1-2 

3 

i 

1 

1 
1 

1 
i 

i 

2 

"5 
1 

Mts. 
2-6 

i 
1 
2 
3 
2 

"2 

2 
2 

i 
i 

Mts 
6-12 

2 

2 

2 

3 
2 
2 

1 

1 

1 
1 

i 

i 

1 

1 

,0 

5 

1 

i 
22 

3 

18 
1 
1 

10 

2 

5 

4 

6 

i 
1 
2 

i 

"il 
1' 

1 

... 
i 

il 
i 

Digestive     System  —  con- 
tinued. 
Anal  abscess 

Intra-peritoneal  abscess     . 
Perforative  peritonitis 

Genito-ueinaet  System. 
Phimosis  .         .         .         . 
Warts         .         .          .         . 
Urethral  caruncle 
Noia-infecting  chancres 
Gonorrhoea 
Stricture  of  urethra  . 

Retention .         .         .         . 
Extravasation    . 
Perineal  abscess 
Cystitis     .         .         .         . 
Tuberculous  prostate 
Enlarged  prostate 
Varicocele 
Syphilitic  testicle 
Tuberculous  testicle  . 
Hydrocele  of  tunica  vagi- 
nalis 
Hydrocele  of  cord 
Spermatocele     . 
Calculus — 

a.  Renal 

b.  Vesical 

c.  Urethral  . 
Tuberculous  kidney  . 
Hydronephrosis 
Pyonephrosis     . 
Perinephritic  abscess 
Abscess  after  nephrectomy 
Floating  kidney 
Hffimaturia 

Chronic  mastitis 
Chronic  abscess  of  breast  . 
Sinus  of  breast . 
Hajmatoma  of  breast 
Incontinence  of  urine 
Ruptured  perineum  . 
Prolapse  of  anterior  vagi- 
nal wall 

6 
3 

... 

i 
"3 

i 
i 

i 
1 

3 

4 

1 

"i 
2 

1 
2 

i 

i 

21 
3 

1 
3 

i 

1 
1 

1 

i 

4 

8 

"2 
3 

1 

i 

i 

1 

;;; 
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according  to  authorised  Nomenclature — contiuued. 


Duration  of  residence. 


Mts.Mts.Mte.Mte 

1-2'  3-4!  4-6    6-9 


7i    1 


2!  5 

I 

...I  1 

...  1 


5 

3 

1 

1 

1 

1 

1  16  16  ... 
...  I  1.  1|  2 
,..      31    41  ... 


3:  1 


Mts.Mts. 
9-12  +12 


Result. 


C.   R.  U.  D 


4  ...    1 

6...i  1 
J...I  4 

iL.J... 


1!...^ 
2 


li... 
31... 


,..i  1 


2    2    1 
1 


Remarks. 


Incised. 

Admitted  for  flexion  of  hip  and  ?  morbus  coxse. 

Vermiform  appendix  removed,  &c. 


Congenital  5,  inflammatory  2. 
1  circumcised. 
Removed  with  scissors. 
6  circumcised. 

Fatal    case :    cellulitis    after    Cock's   puncture. 
4  left  before  cured. 


1  periurethral,  1  communicating  with  urethra. 
1  suprapubic  cystotomy;  readmission j  erysipelas. 
Genito-urinary  tract  involved  in  2. 

1  double;  2  refused  treatment;  1  unsuitable. 
Castration  and  radical  cure  of  hernia  in  1. 
1  readmissiou. 


Inguinal  hernia  1. 

Fatal  case:  shock  after  nephro-lithotomy. 

Impacted. 

2  refused  treatment. 

Nephrotomy. 


Nephrectomy  8  months  previously. 
Abdominal  belt. 

3 1  Causes  undetermined. 

1  ?  tuberculous  ;  amputation  of  breast  1. 
Double  in  2  ;  1  readmissiou. 
?  tuberculous. 


1... 


Urethra  dilated. 
1  into  rectum. 
Ring  pessary. 
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Table  I. — Abstract,  showing  Diseases,  ^c,  in  Classes, 


DISEASE. 


Genito-ueinaey  System — 
continued. 
Metrorrhagia     . 
Endometritis     . 
Fibroid  of  uterus 
Pelvic  hsematocele 
Fistulas — 

a.  Perineal   . 

b.  Recto-urethral 

c.  Recto-vaginal 

d.  Vesico-vaginal 

e.  Recto-vesico-vagiual 
Foreign  body  in  urethra 

Osseous  System. 
Periostitis — 

a.  Humerus    . 

b.  Femur 

c.  Os  calcis     . 

Ostitis — 

a.  Femur 

b.  Tibia. 

c.  Multiple     . 

Acute  necrosis — 

a.  Inferior  maxilla 

b.  Humerus 

c.  Femur 

d.  Tibia. 

e.  Fibula 

Epiphysitis — 

a.  Femur 

b.  Tibia. 

Caries — 

a.  Rib     . 

b.  Pelvis 

c.  Humerus    . 

d.  Ulna  . 

e.  Metacarpus  and  pba 

langes 
/.  Femur 
ff.  Tibia  . 
h.  Tarsus  and  metatarsus 


Sex. 

Age. 

Duration  before  admission. 

1 

1 
1 
1 
1 

-5 

-10 
... 

-20 

-30 

i 
"i 

-40 

1 

"i 

-50 

-60 

+60 

Dys. 
1-4 

Dys. 
5-13 

i 

Wks 
2-4 

1 

... 

Mts. 
1-2 

"i 
1 

Mts. 
2-6 

Mts. 
6-12 

'S 

o 

o 

o  S 

6 

... 

1 

1 

3 

1 

1 

1 

... 

1 

1 

2 

1 

"i 

1 
1 

"i 

... 

i 

... 

i 

... 

'.'.'. 

... 

i 

1 

1 

"i 

1 

... 

... 

1 

1 

1 

"i 

i 

1 

i 

1 

... 

1 

1 

... 

1 

1 

... 

... 

i 

1 

1 

1 

1 

1 

1 

... 

2 

... 

i 

•  •• 

... 

1 

1 

... 

1 

... 

... 

1 

... 

1 

1 

1 

1 

1 

1 

1 

i 

1 

"i 

... 

i 

1 

... 

... 

4. 

1 

3 

... 

•  *> 

1 

2 

i 

•  •• 

1 

1 

... 

... 

1 

... 

2 

3 

4 

1 

1 

1 

3 

.    1 

2 

1 
1 

1 

... 

1 

1 

1 

.    2 

1 

1 

2 

... 

•  .• 

2 

1 

.    1 

•  •• 

1 

•  •■ 

•  •• 

•  *• 

1 

... 

.    1 

1 

1 

1 

.  >. 

1 

i 

■    2 

1 

1 

1 

1 

i 

... 

... 

2 

.    6 

1 

1 

3 

2 

1 

... 

2 

2 

3 

.    1 

1 

... 

,. 

i 

3    9 

5 

2 

1 

7 

1 

2 

1 

i 

2 

i 

3 

2 

5 
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according  to  authorised  Nomenclature — continued. 


Duration  of  residence. 

Result.     1 

Remarks. 

DysJ 

1 

i 
"i 

"i 
i 

1 

Dys. 
5-13 

1 

1 

1 

1 
1 

1 

1 

1 
1 

2 

"i 

Wks 

2-4J 

"i 
1 

2 

i 

"i 

"i 

1 
i 

2 

i 

i 

1 

1 

4 

Mts. 
1-2 

"i 

3 

i 

1 

1 

1 
1 
1 
1 

2 

5 

Mts. 
2-4 

"i 

1 
1 

i;;; 

3 

Mts. 

"{ 

"2 

;;; 

"i 

Mts. 
6-9 

i 
"i 

Mts. 
9-12 

Mts. 

+12 

C. 

"i 

3 

"i 
i 

... 
1 
1 

2 

1 

1 

3 

5 

1 

2 
3 

"2 
3 

3 

1 
9 

R. 

U. 

1 

D. 

Transferred  to  Adelaide. 

Small  fibroid  of  cervix. 

Exploratory  abdominal  incision;  punctured  per 
vaginam. 

Congenital ;  no  operation. 

Portion  of  catheter  encrusted  with  phosphates ; 
removed  with  forceps. 

Refused  treatment. 

Syphilitic. 

1  trephined. 

Syphilitic. 
1  trephined. 
Tuberculous. 

PysRinia. 

Fatal  case :  pyajmia. 

Pyaemia. 

Knee-joint  involved  in  1. 
Knee-joint  involved. 

Two  attacks  of  erysipelas  1. 
Koch's  treatment  1. 

Fatal  cases :  exhaustion  1,  general  tuberculosis  1. 
Koch's  treatment  and  scraping. 
1  readmission. 

1 

1 

2 

1 

1 

i 

... 

1 

... 

1 
1 
1 

1 

2 

... 

2 

5 

|- 
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Table  I. — Abstract,  showing  Diseases,  i^c,  in  Classes, 


DISEASE. 


Osseous  System — continued. 
Necrosis — 

a.  Vertex  of  skull 

b.  Interior  maxilla 

c.  Scapula 

d.  Rib    . 

e.  Costal  cartilage 
/.  Ilium 
g.  Humerus    . 
h.  Ulna  . 

i.  Patella 
j.  Femur 
Jc.  Tibia  . 

I.  Fibula 

m.  Phalanges  . 
n.  Multiple      . 

Abscess  of  tibia 
Softening  of  rickety  femur 
after  osteotomy 

Mastoid  and  Middle  Eae. 
Otitis  media 

Caries  of  mastoid 


Diseases  of  Joints. 
Arthritis — 

a.  Shoulder     . 

b.  Elbow 

c.  Wrist 

d.  Hip    . 

e.  Kuee  . 
/.  Ankle 

Chronic  rheum.  arthritiS' 

a.  Multiple     . 

b.  Hip    . 
e.  Knee 

Sacro-iliac  disease 

Int.  derangement  of  knee 

Ankylosis — 

a.  Hip    . 

h.  Knee  . 

c.  Elbow 
Hysterical  hip  . 


Sex. 


M.  1' 


2 

2    5 

5 

4019 
2311 

7   4 

1 
1 


5 
2 

1|... 
1 


3    1 
6    1 


Age. 


-5     -10   -20   -30 


-40 


1 

2  1 
2  2 
13  10 
6  10 
2      3 


-60 


+  60 


Duration  before  admission. 


Dys. 
1-4 


Dys. 
6-13 


Wks 

3-4 


Mts. 
1-2 


Mts. 
2-6 


1 

1      2 
3 


Mts. 
6-12 
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according  to  authorised  Nomenclature — continued. 


Duration  of  residence. 

Result. 

Remarks. 

Dys. 
1-4 

Dys. 
5-13 

Wks 

2^ 

Mts. 
1-2 

Mts 

Mts 
4-6 

iMts.'Mts 
6-9  9-12 

Mts 
+  12 

C. 

R 

u. 

D 

1 
1 

i 

2 

"i 

1 

1 

1 

2 

"i 

6 
3 

"i 

2 

9 
5 
2 

1 
1 

1 

"i 

5 

2 

1 
2 
2 

1 
1 
1 

"i 
1 

2 

1 

"s 

3 

2 

1 

i 
"i 

i 

2 

■3 
3 

1 
1 

1 

2 

3 
2 

16 

13 

2 

2 

1 
1 

1 
3 
2 

1 

1 

2 
15 
10 

2 

2 

2 
2 

■■■ 
VC 

i 
1 
3 

L. 

1 

1 
1 

1 
3 
2 

1 

1 

XXI 

i 
i 

"7 
1 
2 
1 
3 
3 
1 
1 
6 
5 
1 
2 
1 

1 

1 

8 

7 

i 
5 
6 

24 
20 

7 

i 
3 

6 
2 

1 

4 

1 
1 

"i 

Syphilitic.     Refused  treatment. 

Fatal  case :  ?  septicaemia.     1  readmissiou. 

Fatal  case :  exhaustion,     2  readmissions. 

Old  fracture ;   wired. 
2  readmissions. 

Malar,  femur,  and  both  tibiae. 

Trephined. 

Same  case,  readmitted. 

1  double ;  thrombosis  and  suppuration  in  lateral 
sinus  1,  trephined,  &c.     Readmission  1. 

Trephining  4,  scraping  4.  Fatal  case  :  suppura- 
tion round  lateral  sinus,  meningitis,  &c.  Re- 
admission  1. 

Early  hip  disease  1. 

1  readmission.     Koch's  treatment  1. 

1  refused  treatment.     Caries  of  spine  1. 

6  readmitted. 

7  readmitted.     Koch's  treatment  5. 
Koch's  treatment  1. 

Transferred  to  medical  ward. 

Double  in  3 ;  partial  dislocation  of  hips  1. 

Double  in  1.     Refused  operation  1. 
1  readmission. 

23 

i 

"i 

"4 
2 

... 

1 

2 

1 
2 

31 

9 
4 

1 

6 
2 

i 

1 
1 

i 

i 

2 
4 

1 

2 

1 
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Table  I. — Abstract,  showing  Diseases,  i^c,  in  Classes, 


Sex 

Age.                            1           Duration  before  admission. 

DISEASE. 

M.  I 

\    -5 

-10 

-20   -30 

-40 

-50 

-60  H 

^fi-.Dys.lDys.  WksMts.'Mts.  Mts.l   g  '-S" 
'■''"   1-4  5-13   2-4   l-2i  2-C6-12i  |    »S 

Diseases    of   Joints— co»- 
t-inued. 

Hysterical  knee         

Synovitis  of  knee       .        .... 

Gonorrhoeal  rheumatism — 
a.  Knee         .         .         .1 
h.  Wrist        .         .         .1 

Hsemarthrosis — 

a.  Knee         .         .         •    1 

b.  Knee  and  elbow        .    1 
Acute  suppurative  arthritis 

a.  Knee         .         .         .... 

b.  Ankle        .         .         .    1 
Old  excision  of  hip     .         •    3 

Do.  knee        .         .         .1 

Do.  shoulder .         .         .1 

Old  arthrectomy  of  knee  .    3 

Do.  ankle       .        .        .... 

Diseases  of  Spine. 

Cervical     .         .         .         •    1 
Dorsal        .         .         .         .10 
Lumbar     .        .        .        .    7 

Hysterical  spine         .         .!... 
Lateral  curvature       .         .    1 

Appendages  to  Musculaei 
System. 
Gummatous  myositis          .    2 
Hernia  of  muscle       .         .    1 
Tenosynovitis    .         .         .    1 
Matting  of  wrist  tendons  .    1 
Ganglion   .         .         .         .2 
Enlarged  patella  bursa 
Suppurating  patella  bursa  1  6 
Various  bursae  .         .         .6 

DEFOKMItlES.                                 J 
Deformity  of  nose 
Perforation  of  palate 
Torticollis           

2  ... 
4  ... 

1  1 

2  ... 
1  ... 

i  '".. 

1  ... 

2  1 

2    2 

4  1 

2  ... 
1     1 

i  !.. 

5  ... 

10  ... 

11  ... 

1  2 

1 

2  ... 
2  ... 
2  ... 

1 

i 
i 

3 

1 

i 

1 

5 
3 

1 

i 

1 
1 

2 

1 

3 

2 
2 

i 

1 
1 

7 

1 

1 

2 

1 

i 

i 

1 

"i 

2 

1 

2 

3 

9 
6 

1 

2 

i 

z 

"k 

4 

1 
1 

"i 
i 

2 

2 

... 

1 

i 
i 

"i 

1 
2 

i 
1 

1 

i 
1 

1 ... 

!    5 

1  "" 
1 

1... 

1 

1 

1 

6 

i 

1 

i 

1 

5 

1  ■" 

i 

i 

"i 
1 

"i 

i 
1 

1 

*i 

2 

1 

2 

1 

i 

1 

5 
2 

2 

"i 

3 
1 

"i 

1 
1 
2 

"{ 

i 
i 

1 
1 

2 

1 

3 

9 
6 

2 

1 

"i 
1 

"e 

3 
3 

1 

1 

... 
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according  to  authorised  Nomenclature — continued. 


Duration  of  residence. 

Result. 

Reniaiks. 

Dys. 
1-4 

2 

i 
"i 

DysJ 
5-13 

1 
3 

1 

1 

i 

1 
1 
1 

i 

2 
3 
4 
2 

i 

Wk8 

a-4 

i 
1 

3 
1 

"i 

1 
1 

2 
2 

2 
1 
1 

3 

6 
9 
4 

1 
2 

Mts. 
1-2 

i 
i 

i 

1 
1 

i 
1 

3 

1 

i 

1 

2 
1 

i 

Mts. 
2-1 



1 

... 

1 

1 

... 

5 
3 

::: 

i 
i 

1  1 

Mts. 
4-6 

2 

"l 

1 

Mts. 
6-9 

1 

1 

Mts. 
9-12 

... 

Mts. 
+  12 

2 

... 

C. 

2 
3 

1 
1 

1 
1 

2 

3 

1 

2 

1 

2 

5 

9 

15 

5 

2 

1 
1 

R. 

U. 

D. 

Double  in  1  j  ?  syphilitic. 

Haemophilia. 

Following  epiphysitis  of  femur. 

Fatal  case :  erysipelas  and  diphtheria. 

Erysipelas. 

Koch's  treatment  1 ;  psoas  abscess  developed. 

Post-pharyngeal  abscess  in  I. 
Psoas  abscess  7.     Dorsal  1,  iliac  1,  lumbar  1. 
Psoas  abscess  7.     Lumbar  4.    Commencing  para- 
plegia 1. 

Sterno-mastoid  1,  both  calves  1. 

Following  injury. 

Ankle  1,  wrist  1. 

Old  CoUis.     Died  under  chloroform. 

Wrist  3,  ankle  2,  finger  1.     1  readmission. 

Fatal  case :  diabetic  coma. 

Plastic  operations. 

Syphilitic.     Plastic  operations. 

Myotomy  sterno-mastoid  1. 

i 

1 

1 
] 

4 

1 

1 
1 

3 
11 

7 

i 

1 
3 

2 

1 
1 

2 

1 

i 

2 

1 

"i 

1 

i  1 

... 
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Table  I. — Abstract,  showing  Diseases,  S^c,  in  Classes, 


1 

Sex.  1 

Age. 

Duration  before  admission. 

DISEASE. 

M. 

1 

V. 

-5 

-10 

-20 

-30 

-40 

-50 

-60+60 

Dys. 
1-4 

Dys. 
5-13 

Wks 
2-4 

Mts. 
1-2 

Mts. 
2-6 

Mts. 
6-12 

"a 
a 

0 

DeFGEMITIES— CO 
Talipes— 

a.  Equinus 

b.  Equino-va 

c.  Calcaneo-1 

d.  Valgus 

e.  Varus 
Pes  planus 
Pes  cavus . 
Hallux  valgus 

„        flexus 
Hammer-toe 
Contracted  teuc 
Dupuytren's  coi 
Genu  valgum 
„     varum 
,,     recurvatu 
Curved  tibiaj 
Faulty  union — 
Kadius  and  u 
Tibia  and  fibi 
Deformity  of  ai 
of  fo 
„         of  to 
Contracted  kne 

Conical  stump 
Cicatricial  cout 

a.  Lower  lid 

b.  Elbow 

c.  Fingers 

d.  Knee 

Malformations. 
Single  bare-lip 
„           „    anc 
Double    „ 
Median    „ 
Cleft  palate 
Old  cleft  palate 
Webbed  fingers 
Non-developme 
Malformation  o 
rig 
Nou-developmc 
1 

ntinued. 

rus    . 
ralgus 

on     . 
itraction    , 

m 

na  . 
ala     . 

kle  . 
ot  . 
es 

•action — 

cleft  palate 

J) 

ut  of  radius 
f  elbows     . 
ht  shoulder 
at  of  tibiie 

3 
2 

i 

1 
8 
1 
1 
1 
1 
1 
3 
5 
1 

"i 

i 
1 

5 

1 

2 
1 
1 

2 
10 

1 

5 

i 
1 
1 

5 
6 
1 

"2 

"i 

2 

1 

1 
2 
1 

1 

1 

2 
4 

2 

"i 

2 
2 
1 
1 
2 
1 

"i 
1 

1 

7 
1 

i 

i 
2 

1 

4 

12 

2 

"i 

1 
1 

"i 

1 

"i 

1 

3 

2 

2 
... 

" 

6 

2 

1 
1 

2 

1 

"4 
1 

2 

i 

1 

4 

3 

"i 
1 

i 
3 

1 

... 

"i 

1 

i 
1 
1 

i 

... 

i 
2 

"i 

... 
... 

i 

"i 
"2 

... 

2 

... 

... 

... 

... 

z 

•• 

... 

1 

1 
2 

"i 

"i 

... 

3 

1 

1 

5 

8 
1 

1 

I 

1 
2 
1 
2 
1 
3 
6 
2 
2 
2 

i 

1 
2 

7 

2 

i 

1 
1 

4 

12 

2 

I  i 

2 
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according  to  authorised  Nomenclature — continued. 


Duration  of  residence.                   1 

Result. 

Dys 

\-4 

Dys 

t5-lC 

WksMts 
2-4    1-S 

Mts 
2— 

.Mts 
I    4- 

1     1 

.Mts.  Mts 
5   6-9  9-1 

.  Mts. 
2+12  C 

.  K.'u. 

Remarks. 
D. 

2 

1 

"2 

i 

1 

4 

i 

i 
"i 
1 

"i 

1 
1 

2 

1 

2 

4 

i 
i 

2 

1 

i 

"3 
1 

1 
1 

i 

"i 

i 
3 

"i 

1 
4 

3 

i 

3 

"2 

i 
2 
2 

i 

i 
2 

1 

1 

i 

1 
3 

1 
1 

3 

li 

1 

i 

2 
"i 

2 
i 

3 

i 

1 

i 

1 

1 

i 
"i 

"i 
i 

1 
1 

1 

**' 

!  i 

1 

i 

... 

...   e 

...     7 

...   1 

...   2 
...   1 
...   1 
...   2 
...   1 
...   3 
...   1 
...   3 
...   5 

...   1 
...   1 

...   3 

...    7 
...     3 
...     1 

...    i 
...    2 

...     4 

...   1 
...    1 

...     5 
...     1 

;  2.... 
1... . 

i... . 
1... . 
2... . 

i... . 
2... . 
1... 

1  1. 

1!"  " 

1 

2'.'.'. '.'. 

1 

1 

...  i  .. 

1 

2  4  5 
] 

"i "] !! 

1: 

...  i  .! 

] 

1 

...  1  . 

,.  1  ?  hysterical,  readmitted  3  times;  1  double, 

..  3  readmissions.     1  double. 

..  Slight  equino-vanis  opposite  foot. 

..  Cured  spina  bifida  and  paraplegia  in  1. 

.  Double. 
.  1  double. 

.  1  symmetrical. 

.  Extensor  tendon,  5tb  toe. 

.  2  symmetrical. 

.  Double  3. 

1  Fatal  case  :  prematurity. 
.  Both  double. 

.  Refracture. 

.  Old  arthrectomy. 

.  Old  dislocation  of  metatarsus. 

.  Infantile  paralysis  3  J  rheumatism  1;  functional  1; 
disease  1 ;  pop.  abscess  1 ;  cellulitis  1 ;  ?  cause  1. 
.  Thigh  1,  leg  1,  arm  1. 

Same  case  readmitted. 
.  Machine  accident. 

Result  of  burn. 
.  Result  of  old  ulceration  of  thigh. 

Right  1,  left  3. 
>  Right  3,  left  9. 
L 

Scarlet  fever. 

Small  perforation  in  hard  palsite. 
Scarlet  fever. 

L       . 
?  congenital  dislocation. 
Lower  extremities  of  femora  rudimentary. 
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Table  I. —  Abstract,  showing  Diseases,  ^c,  in  Classes, 


Sex 

Age.                           1 

Duration  before  ndmission. 

DISEASE. 

M.  ] 

"'.   -5 

-10 

-20 

-30 

-40 

-50 

fin  ,  ftoDys.'Dvs.'wksMts.'Mts.  Mts.l  §    "Sl 
-60+60   f_4  5Ji3,  2_4   i_2|  2-6  6-12    §    Z  i: 

1        1        1        1               jo" 

Malformations— co»</r 

Undescended  testicle 
Extroversion  of  bladd 
Imperforate  anus 

„             rectum  . 
Spina  bifida 

„         „      occulta  . 
Congenital  fsecal  fistu 

umbilicus 

Skin  and  Cellular  Ti 

Sinus 
Abscess — 

a.  Face 

b.  Neck 

c.  Arm 

d.  Hand 

e.  Finder 

/.  Axillary    . 

g.  Chest 

h.  Gluteal     . 
i.  Pelvic 

j.  Lumbar    . 

k.  Iscbio-rectal 
I.  Scrotum   . 

m.  Groin 
n.  Thigh 
0.  Popliteal  . 

p.  Leg  . 
q.  Foot 
r.  Multiple  . 

Cellulitis — 

a.  Face 

b.  Submaxillary 

c.  Scalp 

d.  Abdominal  wa 

e.  External  genit 
/.  Upper  extremi 

g.  Lower  extremi 

h.  Buttock    . 

tied. 

.    4'. 
jr     .    2 
.    1 
.    4 

•    * 
la  at   2 

3SUE. 

.  7 

.   2 

.    2 
.    1 

.  i 

.3 
.    3 
.    3 

.    3 
.'  9 
.    1 
.'   2 
.   7 
.   1 
.'   3 
.    3 
.i  1 

.  ^ 
.  ] 

1      .1  ] 

us       .;  c 

ty     :u 

ty     Ji 

.'  1 
i 

..      1 
..      1 
..     4 
..     4 
1  ... 
..     2 

5  ... 

1  ... 

4     1 

...     1 

1  ... 

i  ... 
1  .  . 

1  ... 

2  ... 

2  ... 

1  1 

i  *.".'. 

3  ... 
3  ... 
3    1 

2  "2 

'   2    1 
1  ... 
1  ... 

L  ...      . 
i...     2 
)    5     1 

)   8  ... 

L...     1 
1     i 

1 

1 
1 

i 
i 

i  3 

... 
"2 

2 
"i 

2 
1 

i 

6 

1 

"2 

i 

2 

"2 

1 
4 
2 

1 

3 

"2 
7 

1 

4 

1 
3 

i 

*i 
2 
2 

1 
1 

"4 

i 

1 

2 
1 

6 
2 

2 

1 

1 

"3 

i 

1 

1 

"2 
"i 

6 
4 

2 

1 

"i 
1 

!"i 

1 

2 

5 
1 

"i 

"2 

1 

2 
"i 

2 
2 

... 

i 
i 

"2 

1 

...  1 

"i 

1 

i 

i 

8 

i 
2 

7 

5 

...  1  ... 

1  ... 

1    1 
1    4 

i  ... 
1  ... 

"i  '.'.! 

1  1 
...  1 
...    1 

4  3 
...    1 

1    1 

1  1 
...    2 

1  1 

2  ... 
...    2 

i    i 
1    1 

!!'.    i 
13  ... 

6     6 

1  .. 

2    1 
...    1 

i  ... 

1    1 

"i  "1 
...    2 

i  '.'.'. 
6    1 
1  ... 
1    3 

i  .'.'. 
i  ... 
i  ... 

...    4  ... 
...    2  ... 
...    1  ... 
...     4  ... 
...      4    ... 
...      1    ... 
...      2    ... 

2     6    ... 

i  ...  .. 

1  

1    1  ... 

1  1  ... 

2  

...    i  ... 
'.'.'.  ...  "i 

1 

...  ...    3 

1... 

1 
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according  to  authorised  Nomenclature — continued. 


Duration  of  residence. 

Result. 

Remarks. 

Oys. 
1-4 

"i 

1 
1 

2 

"i 
i 

2 

i 

Dys. 

5-13 

1 

3 
2 

2 

4 

2 
3 

1 

"i 

3 

i 

i 
i 

5 

"i 
i 

9 
8 

Wks 
2-4 

1 

2 

1 
1 

i 

2 
2 

2 
2 

i 

4 
2 
5 

2 

2 

2 

"9 
2 

Mts. 
1-2 

2 

1 

"i 

2 

i 

1 

i 
2 
1 
3 
1 
4 
1 

"4 
1 

1 
2 

"i 

1 

i 

4 

4 

Mts. 

2-4 

"i 

1 

1 

"2 
.1 

1 
1 
1 

2 

1 

Mts. 
4-6 

1 

"i 

1 

Mts. 
6-9 

Mts. 
9-12 

Mts. 
+  12 

C. 

R. 

u. 

D. 

"i 
1 

1 

... 

1 

2 

1 

i 
1 

8 

3 
6 

1 
1 

i 

4 
3 
5 

4 
10 

1 

3 
10 

4 

6 
2 
1 

8 
3 
2 
1 
3 
24 

14 

1 

2 
3 

i 

"3 
i 

1 

"i 
3 
1 

i 

Double  1. 

Erysipelas  1. 

Communication  between  rectum  and  urethra. 

Lumbo-sacral  2,  lumbar  1,  sacral  1. 
Perforating  ulcer  of  foot. 
Patent  Meckel's  diverticulum  1. 

Whitlow. 

Subject  of  atrophic  scirrhus  of  breast. 

Erysipelas  1. 

Pyaemia. 
Tracheotomy  1. 

Simulated  perityphlitis. 

Scrotum  1,  penis  1,  both  1. 

Forearm  and  arm  6,  arm  1,  forearm  1,  elbow  3, 

hand  9,  digits  2,  forearm  and  hand  2. 
Thigh  and  leg  2,  leg  6,  leg  and  foot  4,  knee  2, 

foot  3. 

1 

i 
i 

1 

... 

2 

1 

1 

2 

I'" 
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Table  I. — Abstract,  showing  Diseases,  ^c,  in  Classes, 


Sex 

Age.                            1 

Duration  before  admission. 

DISEASE. 

M. 

F.    -5 

-10 

-20 

-30 

-40 

-50 

«n  ^An  Dys.  Dys.  Wks  Mts.  Mts.  Mts. 
-bO+bO    {_^^_^2,   2-4   1-2   2-6  6-12 

'3 
5 

Si 

=5  ts 

Skin  akd  Cellulab  Tissue 

— continued. 

Ulcer — 

a.  Arm          .         .         .1 

1 

1 

... 

h.  Chest        .         .         .1 

1 

*•• 

... 

1 

c.  Abdomen           

1   ... 

1 

1 

<^.  Leg.         .         .         .7 

4  ... 

3 

2 

1 

2 

2 

1 

•  •• 

1 

2 

... 

2 

4 

2 

e.  Heel         .         .         .1 

1  ... 

1 

1 

1 

1 

/.  Toe  .         .         .         .  ... 

1  ... 

1 

1 

Perforating  ulcer       .         .    2 



2 

2 

Bed  sore    .         .        .         .1 



1 

1 

Carbuncle           .         .         .3 

2  ... 

1 

2 

2 

1 

2 

1 

1 

Lupus — 

Face       .         .         .         -3 

16    1 

9 

7 

1 

1 

2 

17 

Vulva    .         .         .         .... 

1  .  . 

1 

1 

Eczema     .         .         .        .    1 

6  ... 

2 

2 

1 

2 

1 

2 

1 

1 

1 

1 

Pemphigus         

1  ... 

1 

1 

... 

... 

Erythema  nodosum   .         .  ... 

1  ... 

1 

1 

Keloid       .         .         .        .    1 



1 

1 

Painful  scar       .         .         .    1 

1  ... 

2 

2 

Congenital  moles       .         .  ... 

1  ... 

... 

1 

1 

Gangrene — 

a.  Face          .         .         .2 

...     1 

1 

1 

I 

h.  Vulva 

2     2 

1 

1 

... 

c.  Scrotum   .         .         .    1 

1 

1 

Frost-bite  of  foot       .        .    1 



1 

1 

Medical     and     Miscella- 

neous. 

Tuberculous  meningitis      .    1 

...1    1 

1 

„          peritonitis        .    ] 

1 

1 

Whooping  cough        .         .    1 

...     1 

1 

Pneumonia         .         .         .2 

1 

1 

2 

Acute  rheumatism     .             2 

2 

2 

Scarlet  fever 

li    1 

1 

Seurvey     . 

2  ... 

1 

1 

1 

1 

Chronic  constipation 

1  ... 

1 

... 

1 

Acute  alcoholism        .         .    ] 

1 

1 

Stump  in  antrum 

i  ... 

1 

1 

Coccydynia 

2  ... 

1 

1 

i 

1 

Trivial       .         .         .         .    ] 

L    1     1 

1 

2 

>— 1 

1— 1 

1 

Total       .         .         .  w 

CO 

1( 

303 

1891 — Suryical. 


361 


according  to  authorised  Nomenclature — continued. 


Duration  of  residence. 


Wks 

2-4 


Mts.  Mts. 
i-2   3-4 


Mts. 
4-6 


1     ... 


Mts 
6-9 


Mts. 
9-12 


Mts 
+  12 


Result. 


\].\0. 


..    2 


Remarks. 


1603 


?  tuberculous. 

?  syphilitic. 

Skin  over  umbilical  hernia. 

Syphilitic  4,  varicose  3,  tuberculous  1,  simple  3. 

Fatal  from  pneumonia. 

Inter-phalangeal  joint  opened. 

Syphilitic  1,  ?  cause  1. 

Over  great  trochanter. 

Erysipelas  1. 

4  readmissions.     Koch's  treatment  3. 

Koch's  treatment. 

Face  and  neck  3,  hands  and  forearms  1,  lee  3 

(double  1). 
Transferred  to  medical  ward. 

Koch's  treatment. 

Extensive  of  trunk,  face,  &c. 


Fatal  from  chronic  pyaemia. 


History  of  injury  to  head. 
Transferred  to  medical  ward. 
History  of  injury,  for  which  admitted. 
Transferred  to  medical  ward. 
Admitted  for  supposed  injury. 
Transferred  to  medical  ward. 
Fatal  case  from  starvation. 
Admitted  for  supposed  tumour. 

First  bicuspid. 
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Table  II. — Abstract  showing  Injuries ,  ^c,  in 


INJURIES. 

Sex.     1 

Age. 

Duration  before  admission 

M. 

F. 

-5 

-10 

-20 

-30 

-40 

-60 

1 

-60  +60 

Hrs. 
1-6 

Hrs. 

7-13 

His. 
13- 

24 

"3 
3 

2 

3 

1 
2 

Dys. 
1-3 

'2 

4 

1 

i 

1 

Dys. 
3-6 

2 

1 

2 

1 

"i 

1 

D>s. 
+  6 

2 
3 

3 

1 

1 

■3 

General  Injuries. 
Shock      .        .        .        . 
Burns      .         .         .         , 
Scalds      .         .         .         . 
Snake  bite 

Local  Injtjeies. 
Scalp  wounds  .         , 

Traumatic  aneurysm  tem- 
poral artery 
Concussion 
Cerebral  irritation  . 
Fractures  of  vault  of  skull 

a.  Simple  depressed     . 

b.  Compound 

c.  Compound  depressed 
Fractures  of  base     . 

Doubtful  do.    . 
Punctured     fracture     of 

skull 
Bullet  wounds  of  skull     . 
Contusion  of  face     . 
Wound  of  face 
Wound  of  tongue     . 
Conip.  f  ract.  nasal  bones  . 
„             sup.  maxilla 

„             inf.  maxilla 
Injury  to  eye  and  face     . 
Punctured  wound  of  eye- 
ball 
Gunshot  wound  of  eyeball 
Ruptured  globe 

Injuries  to  neck — 

Strain  .         .         .         . 
Incised  wounds     . 
Foreign  body  in  larynx 

Injuries  to  chest — 
Contusion     . 
Wound 
Fractured  ribs 

„         sternum 

22 

24 

1 

15 

61 
1 

3 

4 
14 

1 

2 
2 

1 
1 

2 

3 

1 
1 

1 
3 

1 
8 

3 
1 

16 

1 

3 

19 
10 

7 

1 
11 

1 

2 
2 

1 
1 

i 
1 

i 
1 

i 

2 

"i 

2 

1 
18 
34 

1 

13 
1 

"i 
i 

i 
i 

2 
6 
3 

4 

11 

"i 
1 

... 

1 
"i 

"i 

"7 
2 
1 

4 

17 

1 

2 

i 

... 

i 

i 

1 
i 

'4 

4 
9 

i 

1 

1 
1 

"i 

1 
1 

'3 

2 

"2 

"i 
2 

2 

14 

"i 
1 
3 

1 
i 

3 

1 

i 

i 
2 

"3 

1 
6 

i 

4 

"i 

i 
i 

2 

i 

5 

2 
3 

"1 
5 

1 
"5 

3 

1 
3 

1 
2 

2 

"i 
1 

3 

29 
29 

1 

16 

64 

1 
3 

6 
16 

2 

1 

2 
2 
2 

i 
3 

i 

1 

1 
3 

1 

5 
2 

3 
2 

15 

"2 

1 

1 

"4 
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Classes,  according  to  authorised  Nomenclature. 


Duration  of  residence.                  1          Result. 

Remarks. 

Dys.l 
1-4 

2 

19 
18 

Dys. 
>-13 

1 
5 
9 

1 

SV'ks' 
2-4 

6 
8 

Uts.' 
1-2 

6 
5 

Mts. 
2-4 

"5 

Mts.' 
4-6 

Mts.'Mts.l 
6-9  9-12 

1 

MtsJ  p 
+12   *"• 

1 
ft. 

U.     D. 

... 

... 

"i 

3 
22 
25 

1 

i 

.."    18 
...      9 

Adder. 

7 
1 

10 

4 

1 

... 

20 

1 

...      2 

Fatal  cases :  tetanus  1,  thrombosis  pulmo- 
nary artery  1.  1  readmitted  for  hsemor- 
rhage. 

Scalp  wound  a  few  days  previously. 

26 

33 

10 
1 

2 

1 

... 

'". 

... 

... 

71 

1 

... 

...      1 

Fatal  case  :  ruptured  liver. 

Suppurating  hsematoma  of  scalp;  opened. 

1 

1 

3 

10 

1 
1 

1 

"i 

1 
5 

1 

1 

1 

"i 

... 

... 

... 

2 
2 
5 

2 
1 

... 

i 

1 

1 

4 

10 

1  died  in  casualty  room;    1  transferred  to 
medical  ward. 

Fall  on  peg-top ;  trephined. 

1 

i 

1 

3 
2 
1 

i 
1 
"i 

3 

1 

i 

1 
1 

1 

"i 

... 

... 

... 

1 
3 
2 
1 

3 

3 

1 
1 

1 
3 

i 

1 

Admitted  for  hemorrhage. 

1   double,   with   fracture;    ribs   and   nasal 
bones  also. 

Blank  cartridge  discharged  in  face. 
E.xcision. 

Excision. 
All  excised. 

1 

2 
2 

3 

"4 

... 

... 

1 
6 
2 

... 

3 

Fatal  cases  :  heemorrhage  2,  exhaustion  1. 

2 
1 
3 

1 
5 

"i 

8 

1 

'  2 

... 

... 

... 

3 
2 

18 

1 

1 

;;; 

Non-penetrating. 

.  Tetanus  in  1,  due  to  wound  of  fifth  finger. 
1  Gladiolus,  between  third  and  fourth  ribs. 
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Table  II. — Abstract  showing  Injuries ,  ^c,  in 


INJURIES. 

Sex. 

Age. 

Duration  before  admission. 

M. 

11 

1 
5 
3 
3 

21 

1 
1 
1 
1 
1 
1 

1 
1 

1 

1 

i 

1 

1 
a 

2 

1 

8 
6 
1 

5 
2 

F. 



2 

5 

2 

1 
1 
1 

4 

i 

1 

1 

1 
1 

-5 

1 

3 

1 

1 

1 
1 

-10 
3 

5 

"2 
"2 

"1 
... 

-20 
1 

7 
1 

i 

1 

1 
1 

i 

2 

1 
1 

-30 
4 

i 
"i 

7 

i 

... 

3 

2 

1 

-40 
1 

1 

i 

1 

"{ 
1 

2 
2 

-50 

2 
... 

i 

1 

"2 

1 

1 
1 

-60 

1 

3 

1 
2 

1 

4 
1 

+  60 

2 

1 
1 
2 

1 

i 

1 
i 

Hrs. 
1-6 

10 

5 
1 

24 

2 

2 
2 

i 

1 

2 
1 

1 

1 
3 
3 

1 

5 
6 
1 

Hra. 
7-13 

2 

1 

Hrs. 
13- 

24 

1 
1 

1 
1 

Dys. 
1-3 

1 

i 
i 

2 
i 

Dys. 
3-6 

2 

"1 

i 

Dvs 

+6 

'2 
3 

6 

1 

if 

... 

Local  Injuries — continued 

Injuries  to  back — 
Contusions   . 

Injuries  to  spine — 
Concussion  . 
Fracture       .         . 
Doubtful  fracture 
injury    . 

Injuries  to  abdomen — 
Contusions    . 
Punctured  wound 
Rupture  of  ilium  . 
„        of  colon  • 
„        of  liver  . 
Injury  to  kidney  . 
Foreign  body  in  alimen- 
tary canal 

Injuries  to  pelvis — 

Contusion     . 

Wound  of  perineum 
„       of  vagina 
„       of  penis  . 

Hsematoma  of  scrotum 
and  penis 

Hsematoma  of  labium  . 

Hsematoma    of    pelvis 
and  groin 

Acute  traumatic  hydro- 
cele 

Traumatic  haematocele 

Rupture  of  urethra 

Fracture  of  pelvis 

Separation  of  symphy- 
sis,  pubis,    and    left 
sacro-iliac  joint 

Injuries   to  upper  extre- 
mity— 
Wound  of  forearm 

„       of  hand 
Bullet  wound  of  hand  . 
Dislocation  of  humerus 

a.  Subcoracoid 

b.  Subglenoid  . 
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Classes,  according  to  authorised  Nomenclature — continued. 


Duration  of  reaideuce. 

ResiUt. 

Remarks. 

] 

3ys.'l 
1-4  5 

Jys.  1 
-13 

2-4 

Vlts.  I 
1-3 

Vlts.l 
2-4 

Mts. 

4-6 

Mts. 
6-9 

1 

Mts.lMts. 
S-12  +12 

C. 

R. 

u. 

D. 

8 
4 

15 

"i 
1 
1 

i 
1 

1 

3 

2 

1 

2 

4 

2 

1 

10 

2 

1 
2 
1 

3 
1 

i 

1 

3 
3 

1 
1 

i 

1 

1 

i 
1 

2 

5 
3 

1 

1 

"i 
1 

... 
"i 

"i 
i 

2 

1 

1 

... 

1 

i 

... 

... 

13 

1 
"2 

26 

1 

1 
3 

2 
2 
1 

1 
1 

4 
1 

1 

1 
3 

i 

9 

7 
1 

3 
2 

"i 

1 

1 

1 

3 

2 

4 

1 

1 
1 

3 

Cervical  3,  dorsal  1. 
Readmission  Ij  malingering  1. 

Prolapse  of  great  omentum. 
Bufler  accident.     No  operation. 
Suture  of  rupture.     Fatal  from  collapse. 

Hsematuria  following  kick. 

Gangrene  of  foot.     Amputation  of  leg. 

For  one  other  see  Fractured  pelvis. 
For  one  other  see  Ruptured  bladder. 

1  refused  treatment. 
1       » 
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Table  II. — Abstract  showing  Injuries,  h^c,  in 


INJURIES. 

Sex. 

Age. 

Duration  before  admission. 

M.  r. 

-5 

i 

... 

i 
i 

"i 

1 

1 

1 

... 
2 

-20 

"i 
2 

"i 

1 
1 
2 

i 
5 

i 
3 

1 
3 

-30 

"2 

1 
1 

i 

1 

1 
1 

i 

2 
2 

1 

-40 

1 
1 

i 
1 

3 

... 

3 

i 

"i 
1 
3 

-50 

1 

1 

i 

1 
1 

1 

i 

i 

1 

1 

1 
2 

i 
2 

-60 

1 

"i 

... 

2 
1 

"i 
i 

+  60 

1 

i 
i 

i 
1 

Hrs. 
1-6 

2 

1 
1 
1 
4 

3 
3 

1 
3 

2 

1 
1 

1 
9 

1 

1 

2 

1 

"i 

i 
1 

7 
7 
3 
5 

Hrs. 
7->S 

1 

"i 

Hrs. 
13- 

24 

i 

i 
1 

1 

Dvs. 
1-3 

i 

2 

"i 

"i 

1 

Dvs. 
3-6 

1 

... 

i 
"i 

Dys. 

+  6 

.., 

1 

i 

"2 

i 
1 

2 

«  a. 

1 

2 

1 

Local  I'S^vvu'ES—  continued 
Injuries    to    upper  extre- 
mity— 
Compound    dislocation 

of  baud 
Old  dislocation  of  elbow 
and  fracture  external 
condyle  of  bumerus 
Fracture  of  scapula 
„         of  clavicle 
Do.,  comminuted 
Fracture  of  humerus     . 
Do.,  comminuted 
Do.,  compound    . 
Do.,  comp. comminuted 
Separation    lower    epi- 
physis 
Fracture  of  radius  and 
ulna 
Do.,  compound   . 
Fracture  of  ulna  . 
Do.,  compound   . 
Fracture  of  olecranon  . 
Do.,  compound   . 
Fracture  of  hand . 
Do.,  compound  . 
Fracture     of     scapula, 
clavicle,  humerus,  and 
ribs 
Refracture  of  humerus 
Ununited    fracture    of 

bumerus 
Old    fracture    of    ole- 
cranon 

Injuries   to    lower  extre- 
mity— 
Contusion  of  buttock    . 

„         of  leg  . 
Haeraatoma  of  buttock 

,,         of  knee 
Rupture  of  sartorins    . 
„       of  add.magnus 
Wound  of  buttock 
„       of  thigb  . 
„       of  knee    . 
„       of  leg 
„       of  foot     . 

3 

1 

1 
2 
1 
4 
1 
3 
2 

1 

4 

"2 
1 
1 

i'i 

1 

1 

1 

1 

3 

1 
1 
2 

1 
1 
1 

7 

10 

4 

3 

"i 

i 
1 

i 

"i 

1 

3 

1 
1 

... 
i 
2 
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Classes,  according  to  authorised  Nomenclature — continued. 


Duratiou  of  residence. 


Dys.  Dys.  Wks  Mts.  M's  Mts, 
l-l  5-13   2-i    1-2    2-4   4-6 


MtB.'Mts. 
6-9  9-12 


Mts. 
+  12 


Result. 


U.     D. 


Remarks. 


Amputation  forearm  1. 


Fatal  case  from  delirium  tremens. 


For  one  other  case  see  Fracture  of  femur. 
All  into  elbow-joint. 


Erysipelas  1  case. 


Wired. 

Wired. 

Amputation  of  forearm. 

1  readmission. 

Shock. 


Amputation  thigli  for  gangrene  of  leg  in  1. 


Secondary  haemorrhage. 
Gunshot  1. 
1  readmitted. 
Gunshot  1  (erysipelas). 
Amputation  leg  1. 
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Table  II. — Abstract  showing  Injuries,  ^c,  in 


Sex.     1                            Age. 

Duration  before  adDiission. 

INJURIES. 

M. 

F. 

-5 

-10 

-20 

-30 

-40 

-50 

-60 

-^60 

Hrs. 
1-6 

Hrs. 
7-13 

Hrs. 
13- 

24 

Dys. 
1-3 

Dys 
3-6 

Dys 
+  6 

rt 

Local  Injueies — continued 
Injuries  to    lower   extre- 
mity— 
Dislocation  of  hip 

„          of  astragalus 
Old  subastragaloid  dis- 
location 
Fract.  of  neck  of  femur 
,,      of  shaft  of  femur 

Do.,  compound  . 
Do.,  comp.comminuted 

Badly  united  femur 
Fracture  of  patella 
Ref'racture  of  patella    . 
Old  fracture  of  patella 
Fracture  of    tibia  anc 
fibula 

Do.,  compound  , 
Do.jcomp.comminuted 

Ununited    fracture    of 

tibia  and  fibula 
Fracture  of  tibia  . 

Do.,  compound  . 

Old  fracture  of  tibia     . 

Fracture  of  fibula 

,,         of  foot  . 

Do.,  compound  . 

Sprain  of  ankle    . 

„      of  knee 
Traumatic  synovitis  oi 
ankle 
Do.,  knee    . 
Wound  of  knee-joint    . 
Immersion    . 

Total  injuries 

Cases  of  surgical  disease 
from  Table  I     . 

Total    .         .         .         . 

i 

7 
53 

1 
2 

9 

1 

1 

92 

10 
6 

36 

i 

17 

1 
5 
1 
1 
2 

7 
2 

1 

611 

932 

154.3 

1 
1 

12 
17 

i 

1 

8 

27 
4 

1 
12 

1 

3 

1 

i 

4 

198 

671 

869 

1 
22 

4 

6 

"{ 
1 

19 

"7 

1 
1 

10 

1 
1 

16 

... 
"5 

14 

"2 
"2 

"i 

i 
1 

3 
1 

"'4 
1 

11 

2 

1 
3 

4 
1 

2 
1 

1 
1 

3 

1 
1 

... 

3 

i 

"'4 

32 

4 
2 

7 

"7 

2 

... 

"7 

1 

1 
6 

36 

t 

6 

i 

4 

3 

3 

4 

1 
2 

i 
11 

1 
1 

2 

1 

2 
1 

i 

1 

13 
4 

"i 
i 

13 

2 

i 

1 
1 
1 

9 

42 

1 
3 

12 
1 

66 

10 
6 

26 

1 

ii 
2 
5 

2 

2 

1 
1 

3 

2 
4 

i 

"7 

5 

i 

1 

3 

2 

'2 

1 

1 
1 

2 

1 

1 

1 
1 

1 
2 

i 

1 

1 

i 

i 
3 

2 
21 

43 

4 

15 

9 

3 
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according  to  authorised  Nomenclature — continued. 


Duration  of  residence. 

Result. 

Remarks. 

Dvs. 
1-i 

1 

2 
2 

2 
"2 

8 

4 

... 

1 

1 

"i 

Dys. 
5-13 

1 

3 
5 

2 
26 

21 

li 

"i 

1 

i 
5 

Wks 

2-4 

i 
5 

19 

"7 

77 
1 

15 

"5 
2 
2 

i 

4 
2 

Mts. 
1-2 

10 
37 

1 
1 

"7 
1 
1 

17 

7 
4 

1 

4 

1 

1 

"i 
2 

Mts. 
2-4 

1 

7 

1 
1 

'3 
3 

i 

Mts. 
4-G 

Mts. 
6-9 

Mts. 
9-12 

Mts. 
+  12 

C. 

R. 

U. 

D. 

... 

... 
... 

2 

1 

1 
1 

1 

16 

68 

1 

15 

1 

1 

118 

13 

4 

48 

1 

1 
20 
2 
5 
2 
1 
2 

10 
2 

1 

714 

1128 

1842 

1 

1 
1 

1 

1 

13 

261 

274 

8 

113 
121 

3 
1 

3 

i 

"i 

1 
2 

74 

101 

175 

Dorsal. 

With  fracture  of  neck  of  bone. 

Admitted  for  supposed  recent  injury. 

Fatal  cases:  collapse  2, broncho-pneumonia  1. 
Fatal  case:   pneumonia.     1  T-shaped  frac- 
ture into  knee-joint. 

1  double  into  knee-joints;   simple  fracture 

of  femur  in  1. 
Readmission ;  angular  deformity. 
Fatal  case  from  intestinal  obstruction. 

18  months  duration ;  wired. 

Fatal    case    after   operation   for   umbilical 

hernia.     Erysipelas  2  ;  double  1. 
Fatal  case  :  ?  septicffimia. 
For  one  other  case  see  Fracture  of  femur. 

Fatal  cases :  traumatic  delirium  1,  shock  1. 
Admitted  for  new  splint. 

For  one  other  case  see  Compound  commi- 
nuted fracture  of  femur. 

Metatarsus  1,  phalanges  4. 
1  double. 

Suppurative  arthritis  in  1. 
Extreme  collapse. 
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1 

Sex. 

Age. 

SURGICA.L  OPERATIONS. 

M. 

F. 

-5 

-10 

-20 

-30 

-40 

-50 

-60 

+60 

Removal  of  Tumours  and  New  Geov 
Ami)utation  of  breast 

Ditto  with  removal  of  glands     . 

Removal  of  recurrent  growth 
Carcinoma  of  palate  ,         .         .         . 

„         of  bladder 

„         of  rectum 
Epithelioma  of  lip      . 
„            of  cheek 
„             of  neck  .... 
J,             tongue    .... 

Do.,  recurrent 

Recurrent  epithelioma  of  face    . 
Epithelioma  of  glands  of  neck    . 
Rodent  ulcer,  forehead 
Do.,  recurrent  of  face 
Sarcoma  of  superior  maxilla 

„         of  inferior  maxilla 

„         of  sternum  . 

„         of  radius 

„         of  submaxillary  glands 

„         of  skin  of  elbow  . 

„        of  testicle     . 
Recurrent  sarcoma  of  breast 
Papilloma  of  face 

,,          of  tongue  . 
Adenoid  vegetations  of  pharynx 
Parotid  tumour .... 
Polypus  of  external  auditory  meatus 

„        of  nose 

,,        of  rectum 
Naso- pharyngeal  polypus  . 
Excision  of  ulcer  of  arm     . 
„         of  congenital  moles 
„         of  painful  scars    . 
For  removal  of  neuromata 
„           of  angioma     . 
„           ofnsevus 

„           of  adenoma  of  breast 

„            of  myo-fibroma 
„           of  fibroma 

raHS. 

• 

2 
1 

1 
8 

1 
1 
2 

1 

1 

1 
1 
1 

... 
2 
1 

3 

! 

1 

i 

1 

2 

7 
20 

16 

1 

1 
... 

... 

1 
2 

1 
1 

2 
1 

1 
1 

i 
1 

i 

1 

i 

3 

6 

1 
2 

i 

... 
... 

3 

1 

"{ 
1 

i 
i 

2 
2 

"i 
... 

2 

1 
... 

;:: 

... 

i 
"i 

1 
••; 

2 

2 

1 

1 
2 
3 

"i 

i 

i 

i 

1 
1 

i 

1 

... 

"i 

2 

3 

9 

7 

'.. 

i 
1 

4 

"{ 
1 

2 

... 

z 

1 
1 

1 
4 
3 

i 
i 

2 

1 

i 

... 

... 
... 

... 

3 
1 

2 

5 
3 

1 
1 

1 

1 

1 

"i 

... 
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Surgical  Operations. 


Duration  of  residence. 

1          Result. 

Remarks. 

Dvs 

Dya 
5-13 

Wks 

'iVIts 
1-2 

'mis 
2-4 

Mis 
4-( 

Mts 
6-S 

.iMts 

r 

.'Mts 

C. 

R. 

1 

u. 

D 

1 

2 

1 
2 

1 
1 

i 

1 

1 
2 
6 

1 

1 

1 
4 

i 

1 
1 

i 

1 

1 
1 

2 

1 
1 

1 

2 

"i 
i 

2 

5 

1 
1 

5 
14 

7 

1 

i 

1 

4 
1 

"i 
"i 

i 

"i 

1 

2 

1 
4 
3 

i 

i 

1 

i 

i 

... 

! 

...  j 

7 
18 
15 

3 

6 

1 
2 

! 
'    1 

"i 

i 
1 

"2 

i 

1 

"1 

1 

"i 

1 

1 
2 

i    1 
1 

" 
1 

i 

1  chronic  iuflainmatory  j  glands  previously 
removed  in  1. 

1  tuberculous.     Fatal  cases :  1  ?  septlcsemia, 
1  erysipelas  and  pleurisy. 

2  readmissions.     Erysipelas  1. 

Excision  of  superior  maxilla.     Preliminary 

laryngotomy. 
Scraped.     Died  of  exhaustion. 
Excision. 

Tonsil  removed  in  1;  glands  removed  iu  2; 

preliminary  ligature  of  Unguals  in  2. 
Fatal  from  shock. 

Ulcerating  tumour  in  front  of  left  car. 
Secondary  to  epithelioma  of  lip. 
Excised. 

Excision  of  part  of  upper  jaw. 
Second  recurrence  1.     Partial  excision  1. 
Myeloid  epulis. 
Fourth  recurrence. 
Myeloid.     Excision  of  lower  end. 
Examined  only. 

Pedunculated  of  flexure  of  elbow. 
Castration.    For  one  other  see  Hernia  table. 
Same  case.     Four  operations  altogether. 

Tonsils  also  removed  in  1  case. 
Encapsuled. 
Snared. 

Fatal  from  meningitis  due  to  old  necrosis 
cribriform. 

Third  recurrence. 
?  tuberculous. 

From  stump  9  months  after  amputation.        [ 

Recurrent  of  shoulder. 

Fatal  case  :  shock  after  excision,  deep  nsevus 

of  neck. 
1  recurrent,  with  adenoma  also  in  opposite 
■  breast. 

Connected  with  brachial  plexus. 
Skull  1,  hand  1. 
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SURGICAL  OPERATIONS. 


Removal  of  Tumouhs  a>'d  New  Geowths 
— continued. 
For  removal  of  lipoma 

„  of  simple  epulis 

„  of  exostosis,  palate 

„  „  femur 

„  „  fibula 

„  of  subungual  exostosis 

„  of  ovarian  cyst 

„  of  broad  ligament  cyst 

„  of  cyst  of  neck 

„  of  cyst  of  epididymis 

„  of  alveolar  cyst 

„  of  dermoid  cyst 

,,  of  sebaceous  cyst 

,,  of  bursa  of  foot 

,,  of  patella  bursse 

,,  of  subcutaneous  bursse 

„  of  semi-meinbranous  bursa 


Circulatory  System. 

Ligation  of  connnon  carotid 

„        of  anterior  and  posterior  tibials 

„        of  internal  jugular  vein 
Excision  of  cirsoid  aneurysm 
„        of  varicose  veins  . 
„       of  varicocele 


Respieatort  System. 
Tracheotomy 
Resection  of  ribs  for  empyema 

Examination  of  larynx 


Ductless  Giands. 

Excision  of  one  lobe  of  thyroid 
„        of  cystic  adenoma 


Lymphatic  System. 
Removal  of  glands 

„         of  lymphadenoma  of  neck 


Sex. 


M.       F.       -5      -10 


Age. 


10 
1 
1 


27 


-20     -30     -40     -50     -60      +60 


2 

... 

1 

1 

8 

... 

••• 

2 

2 
1 

4       5 
...        1 
1 


1  ■  11      18     13 

1  i  ...   I  ...      ... 


1 

1  '  ... 
23  I  2 
17 
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Operations — continued. 


Duration  of  residence. 

Result. 

Remarks. 

Dys'l 
1-4. 

_l 

"2 
1 

1 

1 

1 

2 

Dys. 
-13 

10 

1 

3 

i 
1 

i 
4 
2 
1 
3 

"4 
1 

28 

WTcsl 
2-4 

i 
1 

3 

1 

i 

1 

"5 
"i 

1 

"i 
33 
20 

2 

4 
1 

16 

Vlts. 
1-2 

"i 

i 
i 

i 

1 

"4 

8 

1 
1 

1 
3 

Mts. 
2-4 

1 

1 

"i 

1 

Mts.  Mts. 
4-6    6-9 

Mts.l 
)-12 

Mts. 
+  12 

C. 

R. 

u. 

D. 

'". 

'.'.'. 

11 
3 

1 
1 
1 
3 
4 

1 
1 

1 
6 
3 
1 

8 
1 

1 

1 

1 

1 

1 

37 

32 

1 
1 

4 
1 

48 
1 

i 

2 
3 

1 

... 

"i 

1 
2 

1  diffuse  (of  inner  sides  both  knees). 

1  readmission  for  recurrence. 

Removed  with  chisel. 

Lower  extremity. 

Upper  extremity. 

All  of  great  toe. 

Double  in  1  case. 

Fatal  fi-om  peritonitis. 

Posterior  triangle. 

1  second  recurrence. 

Double  in  1  case. 

No  communication  with  joint. 

For  aneurysm  same  vessel. 

For  popliteal  aneurysm. 

For   secondary   haemorrhage    after    wound. 

Amputation  later. 
Lateral  sinus  exposed  in  both. 
Occipital  region. 

All  of  lower  extremity ;  double  in  3  cases. 
1  double. 

Fatal  cases  from  scalds  of  larynx. 
Two  operations  in  2  (Estlander's).     Read- 
missions  2. 
Obstruction  after  tracheotomy. 

Right  lobe  2,  left  lobe  2. 
Encapsuled  of  left  lobe. 

Erysipelas  1,  scarlet  fever  1.     Two  opera- 
tions in  2  cases. 
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SURGICAL  OPERATIONS. 


Nervous  System. 

Stretching  spinal  accessory 

Excision  posterior  branches  upper  2  or  3 

cervical  nerves 
Excision  mental  nerve 
Resection  and  suture  of  ulna  nerve    . 
For  dislocated  ulna  nerve  . 


Digestive  System. 

Gastrostomy       .... 
Gastro-jejunostomy    . 
Enterotomy        .... 

Colotomy — 
a.  Left  lumbar 

h.  Left  inguinal     . 

c.  Right  inguinal  . 

Herniotomy — 

a.  Femoral     .... 

h.  Umbilical .... 

Radical  cure — 

a.  Inguinal     .... 

b.  Femoral     .... 

c.  Umbilical  .... 

d.  Ventral      .... 

Radical  cure  of  strangulated  hernia- 

a.  Inguinal    .... 

b.  Femoral     .... 

c.  Umbilical  .... 

Removal  of  old  femoral  sac 
Examination  of  old  inguinal  sac 
Circular  enterorrhaphy 
Examination  of  faecal  fistula 
Abdominal  section  for — 

a.  Examination  of  liver 

b.  Pelvic  hseinatocele     . 


Sex. 


18 


1 
1 

1 

4 

4 

2 

1 

... 

10 

2 

31 

3 

1 

4 

1 

-5       -10 


13 


10 


50     -60 
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Operations — continued. 


Duration  of  residence.                   |          Result. 

Remarks. 

i 

Dys. 
1-4 

Dys. 
5-13 

Wks 

2-4 

.Mts 
1-2 

Mts 
2-4 

Mts 
4-6 

Mts 
6-9 

!Mt8 

9-12 

Imis 

C. 

R. 

U. 

D. 

"i 

1 
1 

3 
2 

2 
1 

2 

i 

"i 

1 
i 

1 
1 

2 
3 

i 

2 

3 

4 

21 
2 

1 

10 

4 

2 
1 

1 
1 

4 
1 

1 

10 
1 

3 

2 
1 

i 
i 

1 
1 

1 
1 

1 
1 

2 

3 

32 
5 

1 

16 

6 
1 

2 

i 

1 

1 

1 
1 

... 

3 
2 

2 

i 

"i 

1 
1 

1 
1 
1 

2 

4 

1 

5 
2 

2 

1 

2 

i 

1 

For  spasmodic  torticollis. 
Same  ease. 

For  neuralgia. 

Median  nerve  adherent  to  scar  in  1  case. 

Sutured  in  position,  &c. 

For  malignant  disease  oesophagus. 

Left  inguinal,  for  carcinoma  of  pelvis.   Fatal 
from  exhaustion. 

Carcinoma  of  rectum  4  (chronic  obstruction 
in  3);   fistula?  1. 

Carcinoma  of  rectum  4 ;  imperforate  rectum 
1 ;  ulcer  of  sigmoid  1. 

For  carcinoma  of  hepatic  flexure;  too  ex- 
tensive for  removal. 

1  fatal  5  months  later ;  after  operation  for 

artificial  anus. 
Excision  of  transverse  colon  in  1. 

1  double.  Fatal  cases ;  pneumonia  1,  in- 
ternal strangulation  1. 

1  recurrent  after  radical  cure  4  years  pre- 
viously. 

Fatal  from  peritonitis.  Admitted  for  Potts' 
fracture. 

Fatal  cases  :  1  exhaustion  (gut  gangrenous) ; 
1  ?  pneumonia,  no  P.M. 

No  communication  with  abdominal  cavity. 

P.M. — Ruptured  intestine. 

Senn's  plates  1. 

Fistula  communicating  with  sigmoid. 

Malignant. 
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Digestive  System — continued. 
Abdominal  section  for — 

c.  Carcinoma  of  hepatic  flexure 

d.  Acute  intestinal  obstruction 

e.  Ruptured  colon 

f.  Perforative  peritonitis 

Punctured  wound  of  abdomen,  prolapse  of 

omentum 
For  hajmorrhoids — 

a.  Wliitehead's  operation 

b.  Ligature    . 

c.  Clamp  and  cautery    . 
Fistula  in  ano    . 
Fissure  of  anus . 
Proctotomy 
For  imperforate  rectum     . 

„  anus 

Removal  of  stump  from  antrum 


Genito-ueinaky  System. 

Circumcision      .... 

Vegetations  of  vulva . 

Urethral  caruncle 

Simple  tapping  of  tunica  vaginalis 

Injection  of  tunica  vaginalis 

Hydrocele  of  tunica  vaginalis    . 

„  of  cord 

Spermatocele      .... 
Castration  .... 

External  urethrotomy 

Internal  urethrotomy 
Urethral  calculus 
Cock's  puncture 

Perineal  section 
Supra- pubic  cystotomy 

Lateral  lithotomy 

Lithotrity 


2 

19 
1 

2 

1 


20 


2 
1 
5 

12 
3 

1 
3 


12 
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Operations  —continued. 


Duration  of  residence. 

Result. 

Remarks. 

DysJDysJwks 

1-4,5-131  2^ 

Mts. 
1-3 

Mts. 
2-4 

Mts. 

4r-6 

Mts. 
6-9 

Mts. 
9-12 

Mts. 
+  12 

C. 

R. 

u. 

D. 

1 

"{ 
1 

1 
1 

4 

1 

7 
1 

12 
2 

2 

8 

2 

1 

2 
2 

"i 

2 

1 
1 
2 

3 

1 

2 

1 

1 

7 
2 

1 
14 

"i 

4 
1 

2 

1 
5 

1 

4 

1 
5 

i 

2 

3 

1 

1 

"i 

1 

1 

2 

4 

... 
1 

1 

1 

i 
1 
1 
i 

2 
2 

... 

... 

1 
... 

... 

1 

1 

14 
3 

2 

28 

2 

"i 

20 

4 
2 

2 
8 

2 
2 

8 

4 

2 
1 
1 

8 
1 

1 
2 

... 

"i 

3 

1 

1 
2 

"i 

... 
... 

... 

1 

1 

1 

2 
1 

i 

2 

4 

1 

"i 

Too  extensive  for  removal.     Right  inguinal 

colotomy  done. 
Volvulus  sigmoid  flexure;  gut  punctured. 
Lembert's  suture.     Fatal  from  exhaustion. 
Excision  of  vermiform   appendix ;    general 

suppurative  peritonitis. 
Stab    with    penknife.      Wound    enlarged; 

omentum  returned. 

Two  operations  in  1  case. 

Syphilitic  stricture. 

Septum  divided  in  each  case.     Fatal  from 

exhaustion. 
Perineal  incision.     Fatal  from  exhaustion. 

12  congenital,  2  inflammatory,  1  with  warts, 
5  with  soft  sores  (prepuce  slit  in  2). 

Removed  with  scissors. 

All  with  syphilitic  testicle. 

Carbolic  acid. 

Radical  cure  by  incision  (with  removal  of 
part  of  tunica  vaginalis  in  some). 

Dissected  out. 

Partly  dissected  away,  and  sutured  to  skin. 

Tuberculous  testicle  5,  syphilitic  1,  unde- 
scended 2,  cystic  1. 

Impacted  calculus  2,  stricture  3  (fistula  1, 
retention  1). 

For  stricture. 

Removed  with  forceps. 

Retention  1,  extravasation  1,  cystitis  2, 
stricture  1. 

Extravasation  4,  abscess  7,  ruptured  urethra  1. 

Calculus  1,  cystitis  1,  preliminary  to  closure 
of  retro-urethral  fistula  1. 

Two  crushings  in  1  case.     Fatal  case :  pelvic 
cellulitis. 
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Sex.                                            Age. 

SURGICAL  OPERATIONS. 

M. 
1 

i 
1 
i 

3 

i 

2 
1 

2 

1 

5 
6 
1 
1 
1 

3 
2 

"i 

2 
3 

1 
4 

... 

... 
3 
3 
2 

i 

1 

"{ 

2 

1 
1 
1 

3 

"i 

3 
1 
3 

1 
1 

1 

2 
2 

2 
2 

-5 
... 

"i 

2 

i 
1 

2 

1 

-10 

1 

"i 

i 

1 

1 

i 

1 

2 
1 

-20 

i 
i 

2 

1 

1 
1 
1 

3 
2 

1 

i 

2 

1 

... 
2 

-30 

i 

1 

1 

1 

1 

1 

i 

2 

"i 

2 

i 

2 

1 
-40 

1 
i 

"i 

1 

1 
i 

2 

"i 
"i 

1 

-50 

"2 
1 

1 

"i 
2 

"i 

... 

1 

-60 

'i 
i 

i 

1 

i 
1 

+  60 

i 

Genito-feinaet  Ststi 
Aspiration  of  bladder 
Nephrectomy 
Nephrotomy 
Nephro-lithotomy 

Exploration  of  kidnej 
Sinus  after  nephrecto 
Perinephritic  abscess 

For  fistula- 
OS.  Urinary 
b.  Vesico-vaginal 
e.  Recto-urethral 

Restoration  of  perine 
Vaginal  puncture  of 
Dilatation  of  female 
Excision  of  sinus  of  I 

LocoMOTOE  System. 

Semoval  of  necrosed 

a.  Lower  jaw 

b.  Rib    . 

c.  Pelvis 

d.  Humerus   . 

e.  Ulna 
/.  Femur 
g.  Tibia 
h.  Fibula 

i.  Phalanges 

j.  Malar,  femur,  a 

Scraping  for  caries  c 

a.  Mastoid 

b.  Pelvis 

c.  Rib    . 

d.  Ulna. 

e.  Metacarpus,  &c. 
/.  Femur 

g.  Tibia 
h.  Tarsus 

Trephining — 
a.  Skull 

SM — ( 

my    . 

um 
Qsema 
areth 
reast 

bonej 

id  tit 
/- 

^ontir 

tocel 
ra 

from- 
)ise 

lied. 
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Operations — continued . 


Duration  of  residence. 

Besnlt. 

Remarks. 

Dyg. 
1-4 

Dys. 
5-13 

Wks 
2-i 

Mts 

1-2 

Mts 

2-4 

Mts 

4-6 

1 

Mts 
6-9 

1 

Mis, 

9-12 

Mts 

+  12 

C. 

R. 

1 

D.    D. 

"i 

2 

1 
1 

i 
i 

3 

1 
1 

i 

2 

i 

2 

i 

1 

i 
1 

1 

1 

1 
1 
1 

2 

1 

i 

"2 

i 

1 
1 
1 

2 

1 

"2 

"2 

... ' 

2 

1 

i 

i 

.! 

... 

i 

i 
2 

"i 

"2 
3 

i 
i 

...  j 

...  ' 

••* 

i 

... 

!"• 

!"■ 

i  ■■■ 

1 
3 
2 
2 

"i 

2 

1 

2 
*i 

5 

1 
2 

4 

1 

6 
5 
1 

1 
1 

4 
3 
1 

1 
3 
4 
1 
2 

1 

1  ... 
1 

... 

"2 

1 

"i 

1 

"4 

"i 

"i 
"i 

"i 
1 

Above  pubes  for  retention  and  stricture. 

Calculi  2,  tuberculous  kidney  1. 

Pyo-nepbrosis  1,  tuberculous  kidney  2. 

Fatal  case :  sbock.  Abdominal  as  well  as 
lumbar  incision  in  1  case. 

?  tuberculous. 

3  explorations. 

Fatal  case  from  exhaustion,  P.M. — Pyo- 
nepbrosis. 

2  plastic  operations  (preliminary  supra-pubic 

cystotomy). 
1  into  rectum. 

Abdominal  exploration  12  days  before. 
For  incontinence  of  urine. 
?  tuberculous. 

Fatal  case  from  nephritis. 

1  after  acute  necrosis. 

2  after  acute  necrosis. 

Tuberculous. 

Double  in  1  case. 
Erysipelas  1. 

Punctured   fracture    1,    coma    1.      P.M. — 
Fracture  of  base. 
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SURGICAL  OPERATIONS. 


Locomotor  System — continued. 

Trephining — 

b.  Skull,  with  elevation 

c.  Mastoid     . 

d.  For  lateral  sinus 

e.  Femur 
/.  Tibia 

Excision  of  Joints — 

a.  Shoulder    . 

b.  Elbow 

c.  Wrist 

d.  Hip  . 

e.  Knee 

/.  Metatarso-phalangeal 

ff.  Inter-phalangeal 

Mikulicz's  osteoplastic  resection  of  foot 
Arthrectomy  of  knee , 
,,  of  ankle 

Arthrotomy  of  hip 

„  of  knee   . 

„  of  ankle  . 

,,  of  elbow. 

Scraping  sinuses  of  hip 
„  „       of  knee 

„  „       of  ankle 

„  „       of  elbow 

„  „       of  wrist 

Aspiration  of  knee 

Forcible  movement  of  hip  . 
„  „  of  wrist 

Osteotomy  of  femur  . 

„  of  tibia  and  fibula     . 

For  ankylosis  of  knee  with  flexion 

For  curved  tibiae 


Sex. 


Age. 


5       -10      -20      -30      -40      -50     -60     +60 
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Operations — continued . 


Duration  of  residence.                             Result. 

Remarks. 

Dys. 
1-4 

Dys. 
5-13 

Wks 
2-t 

Mts. 
1-2 

Mts 

2-4 

Mts. 
4-6 

Mts. 
6-9 

Mts. 
9-12 

Mts    „ 
+  12    ^■ 

1 

R. 

U. 

D. 

2 

i 

"i 

i 

1 
2 

i 
... 

1 
1 

1 

2 
2 
1 
2 
1 

1 
2 

2 

1 
1 
1 

1 

1 
2 

1 
3 

*1 

"i 

2 

1 
i 

2 

i 

... 

4 

1 
2 

2 

1 

"i 

1 

1 

1 

7 

1 

1 
3 

"2 

2 

1 

1 
2 

1 

... 
■3 

i 
2 

1 

i 
1 
3 

2 

i 
1 

1 
'2 

2 

i 

1 

"i 
"i 

... 
"i 

i 

1 

... 

... 

... 
... 

2 

5 

1 

1 
2 

1 
3 

3 

10 
3 

4 

1 
3 

5 

1 

i 

1 
1 
1 
1 

1 

... 

'9 

1 
3 

1 

4 
2 

1 
2 
2 
2 

2 

3 

1 
2 

1 

1 
1 
2 
2 

1 

1 
1 

1 

1 

3 

i 

1 

2 

1 

i 
i 

All   for   compound   comminuted   depressed 
fractures. 

Mastoid  previously  trephined  1;  ligature  of  1 
internal  jugular  vein. 

Amputation  of  thigh  later  in  1. 

For  tuberculous  disease. 

Old  injury  1,  disease  4. 

Both  followed  by  amputation. 

Fatal  cases :   exhaustion   1,  amputation  at 

hip-joint  later  1. 
Secondary  haemorrhage  and  amputation  at 

thigh  1.     Fatal  case  from  nephritis. 
5  excisions  in  all.     Hallux  valgus  3,  hallux 

flex us  2. 
12  excisions  in  all  (hammer-toe  2). 

For  epithelioma  of  heel. 
3  partial  only. 

Joint  scraped  in  6  (head  of  bone  removed  in 
1)  ;  preliminary  to  excision  in  2. 

For  acute  suppurative  arthritis  1 ;  amputa- 
tion later  in  1. 

Syme  subsequently. 

Sequestrotomy  subsequently. 

1  readmitted  later  for  amputation  of  thigh. 
Old  arthrectomy. 
Old  excision. 

Necrosis  of  femur.    Hemorrhage  into  knee- 
joint. 

Old  CoUis.     Death  under  chloroform. 
Neck  1,  subtrochanteric  3,  supra-condvloid 

6  (1  double). 
For  deformity  after  arthrectomy. 
Removal  of  a  wedge  in  all  (1  an  old  case  of 

excision). 
Double  in  1.     Previous  double  osteotomy  of 

femur  in  1. 
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Table  III — Surgical 


SURGICAL  OPERATIONS. 

Sex. 

Age. 

! 

M. 

F. 

-5 

-10 

-20 

-30 

-40 

-50 

-60 

+  60 

LocoMOTOE  System — continued. 

1 

Refracture  of  tibia  and  fibula    . 

1 

... 

1 

„         of  radius  and  ulna    . 

1 

1 

... 

Angular  deformity  of  femur  after  fracture 

1 

... 

i 

Exploration  of  great  trochanter 

i 

i 

... 

... 

For  fracture  of  patella — 

a.  Approximation  with  pins,  &c.     . 

2 

2 

1 

2 

1 

h.  Wiring  by  Kocher's  method 
c.         „       by  Lister's  method 

"5 

2 
1 

... 

2 

3 

2 

1 

Wiring  of  fractures — 
a.  Olecranon 

3 

1 

2 

h.  Compound  tibia          .         .         .         . 
c.           „           metacarpal 

1 

1 

... 

i 

1 

Pegging  ununited,  fracture  of  humerus     . 

1 

... 

... 

1 

... 

Reduction  of  dislocations — 

a.  Shoulder   

5 

1 

1 

1 

3 

1 

i.  Hip 

c.  Astragalus 

1 
1 

i 

"i 

... 

... 

Primary  amputation  of — 

a.  Arm 

1 

1 

I.  Forearm     .                  .         .         .         . 

4 

i 

2 

"i 

i 

i 

c.  Fingers      ...... 

d.  Thigh         ... 

7 
2 

1 

i 

3 

2 

"i 

1 

2 

e.  Through  knee-joint    .         .         .         . 

1 

1 

... 

... 

/Leg 

g.  Toes  .         .         .         . 

2 

4 

2 

i 

2 

1 

2 

1 

1 

Secondary  amputation  of — 

a.  Thigh 

3 

1 

1 

•  •• 

1 

i-  Leg 

' 

... 

...  j 

... 

1  1 

... 

c.  Foot 

2 

1 

2 

... 

... 

... 

Amputation  for  disease  of — 

a.  Shoulder    ...... 

1 

i 
1 

b.  Forearm    ...... 

3 

1 

... 

... 

1 

1 

1 

... 

1 
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Operations — coutinued . 


Duration  of  residence.                   j           Result. 

3 

1 

i 

1 

1 

D>s. 
5-13 

Wks 
2-4 

Mts 

1-2 

Mts. 

2-4 

Mts.  Mts. 
4-6!  G-9 

Mts. 
9-12 

Mts.    p    1   „ 
+  12;   ^-  j  ^- 

U. 

D. 

Remarks. 

1 
1 

i 

3 
... 

i 

1 
1 

"i 

2 

i 

5 
2 

2 

2 

3 

1 

2 

2 

4 

1 

2 

1 

1 
1 

1 
2 

i 

1 
1 

1 

2 

1 

1 

... 

... 

... 

1 

.... 

1 

1 
1 

4 

2 
6 

2 
1 

1 

1 

6 

1 
1 

1 
5 

8 
2 

1 

2 

4 

3 

1 

1 
4 

1 

1 

1 

... 

2 
1 

For  malposition  of  Potts'  fracture.  Osteo- 
clast used. 

For  malposition  after  fracture. 

Partly  reduced  under  anaesthetic. 

Impacted  fracture  simulating  dorsal  dislo- 
cation.    Incision. 

Mayo     Robson's     method     2;     Anderson's 
method  2. 

I  case  18  months  duration. 

Old  fracture  1  case. 
Necrosis. 

Kitten's  periosteum  laid  round  fracture. 

Dorsal. 

Forwards  and  outwards  with  fracture  of  its 
neck. 

For  simple  fracture  with  crushing. 

For  compound  comminuted  fracture  tibia 
and  fibula  1 ;  com  minuted  fracture  femur  1 . 

For  compound  comminuted  fracture  tibia 
and  fibula. 

Fatal  cases :  exhaustion  1,  pneumonia  1. 

II  amputations  in  all;    10   at   metatarso- 
phalangeal joint. 

For  gangrene  1,  secondary  haBmorrhage  1, 

fracture  and  cellulitis  1. 
For  compound   comminuted  fracture   tibia 

and  fibula.     Fatal  from  delirium  tremens. 
Same     case,     for     compound     comminuted 

fracture  metatarsus.     Modified  Chopart's 

followed  by  Syme. 

Spontaneous    fracture    due    to    carcinoma, 

secondary  to  rectum . 
Old  excision  of  wrist  2. 
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Table  111. — Surgical 


SURGICAL  OPERATIONS. 


LocoMOTOB  Systeii— continued. 

Amputation  for  disease  of — 

c.  Fingers      .         .         .         • 

d.  Hip 

e.  Thigh         .... 
/.  Leg    .         ... 

g.  Through  knee-joint    . 

h.  Foot  

I.  Toes  .... 

Reamputation  of — 

a.  Arm  ..... 

b.  Thigh         .... 

c.  Leg   ..... 

Muscles,  tendons,  Sfc. — 

Tenotomy  for  club-foot  .  . 

,,         for  contracted  toe  . 
„         for  contracted  knee 

For  Dupuytren's  contraction 

Myotomy  of  sterno-mastoid 
Suturing  of  rectus  femoris 

„        of  cut  tendons  and  nerves 
For  compound  ganglion  of  wrist 
For  tuberculous  tendon  sheath  . 


Repaeative  Operations. 

Single  harelip  . 
Double  harelip  . 
Cleft  palate 

Cleft  of  soft  palate     . 

For  perforation  of  bard  palate 

Rhinoplasty 

Plastic  of  face    . 

„      of  elbow 

„      of  hand  . 


For  extroversion  of  bladder 


Sex. 


M.       F 


Age. 


2        4 
2      ... 


11 


-5       -10     -20     -30     -10      -50     -60 
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Operations — continued . 


Duration  of  residence. 

Result. 

REMARKS. 

Dvs. 
1-4 

;;; 

2 

1 

Dys 
6-i:? 

2 

3 

1 
1 

6 
1 
2 

6 
1 

1 

"i 

Wks 

2-4 

3 

1 

9 
4 
1 
1 
5 

1 

4 

1 

2 

5 
2 

3 

1 
2 

3 
2 

Mts. 
1-2 

1 
1 

6 
3 

1 
1 

i 

3 

1 
1 

i 

1 

3 

Mts. 
2-4 

2 
"4 

1 
1 

1 

i 
... 

Mis. 
4-6 

1 

Mts. 
6-9 

... 

Mts. 
9-12 

Mts 
+  12 

1 

C. 

6 

1 

13 

7 
2 
5 

7 

1 
2 
1 

14 

1 
1 

3 

1 
1 
5 
2 
2 

7 
1 
5 

1 

1 
1 
2 

3 

1 

R. 

1 

i 
1 

2 

i 

2 

i 

i 

1 

u. 

... 
i 

D. 

1 

3 
1 

Sarcoma  femur  1,  morbus  coxaj  1.     Fatal 
from  exhaustion. 

For  infantile  paralysis. 

For  conical  stump. 

Ditto. 

Ditto. 

Equiutis  6,  varus  2,  equino- varus  7,  calcaneo- 

valgus  1. 
Extensor  tendon,  fifth  toe. 
Double. 

1  double;    subcutaneous    division    1;    con- 
tracting tissue  dissected  out  in  2. 

For  torticollis. 

After  wound  of  thigh. 

Median  2,  ulna  2. 

Iiacision  and  scraping. 

Wrist  1,  ankle  1.     Both  scraped. 

Fatal  case  from  exhaustion.    Scarlet  fever  1. 

Premaxilla  removed. 

Median   harelip  also   in   1  ;    operation  same 

time.     Scarlet  fever. 
Hard  palate  previously  united. 

2  syphilitic.  1  after  operation  for  cleft  palate. 
Indian  operation. 

Readmission  1. 

Operation  in  two  stages.     Abdominal  flaps. 

Webbed  fingers  1,  contraction  from  burn  1,  '■ 

lacerated   wound   1.       Abdominal  flap  in  , 

2  latter  cases. 
8  operations  in  all.     Erysipelas. 
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Table  III. — Surgical 


SURGICAL  OPERATIONS. 


Miscellaneous. 

Excision  of  eyeball 

Removal  of  bullet  from  forearm 
,,         of  shot  from  thigh 
„         of  wire  suture  from  knee 

„         of  deep  silk  suture 

Hernia  of  muscle  of  chest  . 
Examination  of  popliteal  space  . 

Scraping  carbuncle    . 

„         lupus  .... 

Suture  of  epiglottis,  &c.     . 
Scraping  middle  ear  . 
Puncture  of  membrana  tympani 
Examination  of  tumour  of  neck 
„  ,,       of  loin  . 

Abscess  of  antrum 
Incision  and  drainage  of  spinal  abscess 

Evacuation,  irrigation,  and  closure  of  spinal 
abscess 

Aspiration  of  spinal  abscess 

Totals  .         .         .         . 


Sex. 


M.       F. 


Age. 


5       -10     -20      -30     -40 


-50     -60     +60 
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Operations — continued. 


Doratiou  of  residence. 

Eesult. 

Dys 
1-4 

Dvs 

5-13 

5 

1 

1 
5 

2 

1 
1 

Wks 

2-4 

1 
1 

i 

1 

i 

1 

5 

"i 

'Mts 
1-2 

'Mts 
2-4 

'mis 

■i-6 

1 

'Mts 

1 

'mis 

9-12 

Mts 

+  1S 

C. 

R. 

... 
1 
6 

1 
8 

3 

1 
115 

1 
•  U. 

I_ 

"i 

10 

D. 

2 
1 

3 

1 

78 

REMARKS. 

3 

2 

"i 
1 

4 

"i 
1 

s 

3 

5 

1 

i 

"i 

2 

2 

1 
... 

... 

... 

1 

2 

6 
1 
1 

1 

1 

i 

1 

14 

1 

\ 

1 

1 

1 

1 

772 

V 

For  injury  5;  old  staphyloma  1. 

Old  excision,  with  sinus  over  each  wire 
suture. 

Old  radical  cure.  Suture  surrounded  hy 
dense  tissue. 

Exploratory  incision. 

Crush  of  leg.  Exploratory  incision.  Am- 
putation lor  gangrene  later. 

Fatal  cases :  chronic  renal  disease ;  1  ?  septic 
trouble. 

Admitted  with  erysipelas  1;  contracted  ery- 
sipelas in  hospital  1. 

Fatal  case :  exhaustion. 

Readmission. 

Exploratory  incision.     Gumma. 

Opened  through  alveolus. 

Lumbar  and  inguinal  incisions  in  2.  Double 
in  2  cases. 

Irrigation  with  boracic  in  4,  sterilised  water 
1.  Cavities  scraped  and  closed  with 
sutures.     Operation  repeated  in  4  cases. 

975 

1 

SUMMARY  OF  DISEASES. 


GENERAL    DISEASES. 

ERYSIPELAS  (admitted  as  such). 

Males  16,  females  14.     C.  29,  D,  1. 

Situation. — Face  12;  chest  1  j  upper  extremity  7;  lower  extremity  9;  labium  1. 

Cause. — Contusions  2 ;  abrasions  6  ;  incised  wounds  5  ;  punctured  wound  1  ; 
lupus  3;  burn  1;  sinus  2;  ulcer  4;  scald  1 ;  idiopathic  5. 

Previous  attacks  in  2  ;  relapse  in  1  case. 

Fatal  case. — Male,  set.  48.  Ill  1  week ;  attributed  to  catching  cold.  Shiver- 
ing fits  and  swelling  in  axilla  same  time.  Abrasion  on  dorsum  of  left  thumb. 
Erysipelas  of  left  arm  and  shoulder,  rapidly  spreading  over  chest  and  abdomen. 
Axillary  and  subpectoral  abscess.  Incisions.  Left  pleura  three  parts  full  of  pus. 
Aspirated  twice.  Gradually  sank.  P.M. — Communication  between  left  pleural 
cavity  and  abscess  in  axilla. 

SYPHILIS. 

Primary. — Males  2,  females  1.     C.  3. 

Two  males  with  phagedsenic  sores  ;  one  the  subject  of  old  syphilis,  the  present 
being  apparently  a  second  attack  of  primary  syphilis.  The  ulceration  extended 
into  the  urethra  and  destroyed  nearly  the  whole  of  the  glans.  No  other  sign  of 
primary  syphilis.  In  the  other  case  the  glans  had  ulcerated  through  the  prepuce. 
One  female  with  primary  sore  on  skin  of  posterior  part  of  right  labium.  Koseolous 
rash  appeared  after  admission. 

iSecoHdary.— Males  2,  females  35.     C.  33,  R.  3,  D.  1. 

Condylomata  of  external  genitals  16 ;  of  tonsils  2 ;  of  external  auditory  meatus 
1  (double)  j  of  anus  1.  Congestion  of  fauces  12.  Ulceration  of  fauces  2 ;  of 
tonsils  3  ;  of  palate  and  mouth  2;  of  tongue  1.  Sores  on  external  genitals  14. 
General  induration  of  glands  8 ;  of  neck  and  inguinal  regions  5 ;  of  inguinal 
regions  10 ;  of  neck  1 ;  of  occipital  regions  2.  Roseolous  rash  in  5  ;  papular  in  8  ; 
squamous  2 ;  macular  and  squamous  1 ;  macular  and  papular  2 ;  papular  and 
squamous  2.     Vaginal  discharge  in  5 ;  loss  of  hair  in  3. 

One  male  with  primary  sore  on  each  cheek,  noted  6  weeks  and  attributed  to 
fighting.     Large  mass  of  glands  in  front  of  each  ear,  and  on  both  sides  of  neck. 
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General  roseolous  rash.     Throat  congested.     Two  small  soft  sores  on  prepuce. 

Glands  in  groin  enlarged.     Kefused  to  stay  in  hospital. 

Complications. — Salivation  in  two.  Absence  of  uterus  and  small  vagina  with 
vaginal  hernia  in  1.  Phimosis  1.  Warts  2.  Gonorrhoea  1.  Fissures  of  anus  2. 
Abortion  1  (fatal  case). 

Fatal  case. —  Female,  set.  21.  Pregnant  4  months.  Rash  4  months  ago.  Has 
been  treated  at  home  with  mercury.  Mouth  sore  2  months.  On  admission  very 
anajmic.  Macular  and  papular  rash  over  whole  body.  General  glandular  enlarge- 
ment. Extensive  ulcerative  stomatitis  (?  mercurial).  Eing  of  mucous  tubercles  at 
anus.  Treated  with  tonics  and  inunction  of  mercury  once  daily,  under  which  treat- 
ment patient  improved,  but  relapsed  again.  Much  abdominal  pain.  Aborted,  23 
days  after  admission,  foetus  about  five  montlis.  No  signs  of  syphilis.  Gradually 
sank  and  died  3  days  after  abortion.  P.M. — Small  intestine  healthy.  Large  intestine 
from  caecum  to  anus  covered  with  dark  circular  and  oval  raised  patches  from  size 
of  pin's  head  to  one  inch  in  diameter.  Each  contained  a  central  slough,  adherent. 
Piest  of  mucous  membrane  dark  in  colour.  Patch  of  adherent  placenta  in  uterus. 
Chemical  examination  of  coats  of  large  bowel  showed  them  to  contain  a  fair  trace 
of  mercury. 

Tertiary. — Males  7,  females  6.     C.  12,  R.  1. 

Periostitis  of  clavicle  and  gumma  of  neck  in  1.  Tertiary  ulceration  of  foot  1  ; 
thigh  1 ;  general  2  (perforation  of  palate  in  1)  ;  palate  and  pharynx  2 ;  face  and 
nose  1.    Gumma  of  nose  1 ;  neck  1 ;  loin  1 ;  thigh  1.    Rupia  of  scalp  and  trunk  1. 

TETANUS  (not  admitted  as  such). 

Males  2.     C.  1,  D.  1. 

I.  Male,  aet.  41,  police  constable.  A  few  days  before  admission  patient's  horse 
fell  into  a  ditch  with  him,  and  on  trying  to  get  out  fell  upon  him  three  times. 
His  right  fifth  finger  was  crushed  by  one  of  the  hoofs.  On  admission  several 
fractured  ribs.  Right  fifth  finger  in  state  of  gangrene,  hand  red  and  swollen, 
no  fracture.  Treated  for  11  days  wiih  boracic  arm  bath,  and  condition  much 
improved.  Stillness  of  jaw  first  noted  on  11th  day  after  admission.  Finger  at 
once  amputated  at  metacarpo-phalangeal  joint.  Spasms  commenced  10  days 
after  the  amputation,  starting  in  face  and  extending  to  limbs  and  trunk,  usually 
five  to  fifteen  during  24  hours.  Became  delirious,  and  remained  more  or  less  so 
for  3  weeks,  after  which  he  gradually  recovered.  Risus  sardonicus  well  marked, 
and  remained  for  many  days  after  cessation  of  delirium  and  spasms.  Took  a  fair 
quantity  of  fluid  nourishment  throughout.  Treated  with  chloral  hydrate. 
Temperature  only  once  reached  100"6^,  usually  normal  or  subnormal.  Left  hos- 
pital cured  in  58  days. 

2.  Male,  set.  5.  Knocked  down  by  light  two- wheeled  cart  on  day  of  admission, 
one  wheel  said  to  have  passed  over  his  head.  On  admission  large  scalp  wound 
on  right  side  of  bead,  exposing  bare  parietal  and  frontal  bones  over  an  area  size 
of  palm  of  hand.  Flap  very  dirty,  mud  being  ground  into  the  soft  tissues,  and 
bone  extensively  contused.  Wound  treated  antiseptically,  counter-opening  made 
at  most  dependent  part,  and  drainage-tube  inserted.  Wound  sutured  with  cat- 
gut, and  dressed  with  iodoform.  Wound  suppurated,  and  dressings  were  changed 
to  warm  boracic  on  the  3rd  day.     On  the  11th  day  cliild  was  noted  to  hold  his 
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liead  in  a  very  stiff  manner,  and  to  liave  great  difficulty  in  swallowing;  face 
cyanosed,  also  frequent  spasms,  commencing  by  tight  closure  of  the  teeth,  and 
extending  to  whole  of  trunk  and  extremities,  respiration  ceasing  during  the  more 
severe  spasms.  Patient  removed  to  a  small  ward,  and  chloroform  watch  appointed. 
Spasms  yielded  to  a  small  quantity  of  chloroform.  Artificial  respiration  had  to 
be  performed  frequently.  Nutrient  enemata,  containing  chloral  hydrate,  adminis- 
tered. Spasms  became  more  severe,  and  child  died  during  one,  27  hours  after 
commencement  of  symptoms.  There  were  46  spasms  in  all.  P.M. — Bare  area 
of  parietal  bone  about  two  inches  in  diameter.  No  other  injury.  Collapse  of 
base  of  each  lung.  Other  organs  apparently  healthy.  No  change  detected  in 
nervous  system. 


LOCAL   DISEASES. 

TUMOURS. 


Carcinomata — 

Scirrhus  of  breast.— Females  29.  C,  23,  U.  4,  D.  2.  Right,  13,  left  16. 
Axillary  glands  involved  in  22.  Average  duration  before  admission  in  26  cases 
was  9  months,  extremes  being  3  weeks  and  4  years.  Durations  of  other  three 
cases  were  14,  17,  and  30  years  respectively.  Married  22  ;  single  7.  Hereditary 
history  of  cancer  in  5;  of  phthisis  in  3 ;  of  both  in  1.  In  3  cases  there  was  a 
history  of  trauma,  and  in  1  pressure  of  stays.  Previous  abscesses  of  breast  in  1. 
One  noted  after  a  miscarriage.  Eczema  of  the  nipple  in  2  ;  discharge  from  the 
nipple  in  4. 

In  one  case  of  scirrhus  nodule  of  right  breast  the  axillary  glands  had  been 
removed  3  years  previously  for  scirrhus,  which  was  apparently  primary  in  the 
glands,  the  breast  at  that  time  being  normal.  Nodule  in  breast  noted  8  weeks, 
with  occasional  discharge  from  the  nipple. 

Treatment. — In  19  the  breast  was  removed  and  the  axilla  cleared  out ;  in  6 
the  breast  only  was  removed ;  in  2  no  operation  on  account  of  the  extent  of  the 
growth ;  1  refused  operation  ;  1  transferred  for  operation  to  the  Home. 

Complications. — 3  cases  cystic  ;  1  fungating  j  1  ulcerating ;  1  atrophic  j  ery- 
sipelas 1 ;  septicajmia  1  (fatal  case). 

Fatal  eases. 

1.  Female,  ajt.  49,  married.  Family  history  of  phthisis  and  (?)  cancer.  Abscess 
of  left  breast  23,  and  5  years  ago.  Noted  lump  in  left  breast  5  weeks,  and  a 
second  one  1  week.  On  examination,  hard  freely  movable  tumour  2  by  2  inches 
in  upper  part  of  breast,  with  a  second  much  smaller  one  below  it.  Scars  over 
tumour.  Axillary  glands  enlarged,  also  supra-clavicular  slightly.  Whole  breast 
removed  and  axilla  cleared  out.  Drainage-tube  and  iodoform  dressings.  Stitches 
all  cut  through  and  wound  gaped.  Thirteen  days  after  operation  wound  became 
dry  and  unhealthy.  Temperature  rose  to  104°.  Condition  much  the  same  up  to 
time  of  death,  22  days  after  operation.  Delirium  for  last  few  days.  Tempera- 
tui-e  just  before  death  rose  to  108'6°.     P.M. — Congestion  and  oedema  of  lungs. 
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Abdominal    viscera   soft,   enlarfjed,    and    ooiifrested.      No    secondary   aliscesses. 
(Septicajmiii.) 

2.  Female,  ast.  42.  Lump  noted  in  left  breast  6  months.  On  examination  a 
large  mass,  3  by  3  inches,  in  upper  and  outer  part  of  left  breast,  very  adherent 
deeply,  but  skin  movable  over  it.  Nipple  retracted.  Enlarged  glands  in  axilla. 
Whole  breast  removed  and  greater  part  of  pectoralis  major,  which  was  infiltrated. 
Axilla  cleared  out,  but  all  could  not  be  removed  owing  to  deep  connections. 
Drainage-tubes  and  iodoform  dressings.  On  following  day  temperature  rose  to 
102'4°,  and  remained  between  99°  and  103*2°  till  12th  day  after  operation,  when 
it  rose  to  105'4°,  and  erysipelas  started  from  the  wound.  Died  17  days  after 
operation,  rash  having  spread  over  most  of  chest.  P.M. — All  organs  decomposed; 
H  pints  of  fluid  blood  in  right  pleura,  recent  lymph  in  left.  A  few  nodules  of 
new  growth  in  lower  lobes  of  lungs ;  many  in  liver,  the  largest  being  size  of  an 
orange. 

Recurrent  growth  in  breast. — Females  19.  C.  15,  R.  1,  U.  3.  Recurrences 
occurring  in  Ij,  3,  Z\,  4,  4,  5,  5,  8,  9,  9,  13,  15,  and  17  months,  and  2,  5,  and 
12  years  respectively  after  operations.  Three  cases  of  second  recurrence  in  2j 
and  6^  months  and  2^  years.  In  or  near  scar,  and  also  in  axilla,  in  14 ;  in  scar 
only  in  1 ;  in  nipple  in  1  j  in  axilla  only  in  3. 

Operation  in  16  cases;  3  too  far  advanced  for  removal. 

Supra-clavicular  glands  enlarged  in  3  cases. 

Erysipelas  in  female  set.  73,  starting  on  20tli  day  after  operation  from  nearly 
healed  wound. 

Of  hard  palate. — Females  2.     C.  1,  U.  1. 

1.  Female,  set.  22.  Considerably  deformed  by  rickets  in  lower  extremities. 
Tumour  of  palate  noted  4  years.  Left  half  of  hard  palate  occupied  by  semi-solid 
tumour,  size  of  small  egg.  Alveolus  expanded  and  displaced  outwards.  Ulcer 
on  surface  of  tumour,  with  small  slough,  the  result  of  an  exploratory  incision 
before  admission.  No  enlarged  glands.  Preliminary  laryngotomy  and  excision 
of  left  superior  maxilla.  Antrum  full  of  soft  new  growth.  Microscopic  exami- 
nation of  growth  left  some  doubt  as  to  whether  it  was  a  carcinoma  or  adenoma ; 
it  contained  columns  of  distinctly  columnar-celled  epithelium.  No  recurrence  5 
months  after  operation,  when  patient  was  readmitted  for  removal  of  several 
typical  pedunculated  nasal  polypi  from  top  of  cavity  left  by  removal  of  jaw. 

2.  Female,  set.  64, — Ulcer  of  palate  noted  3  months.  On  examination  ulcer 
involving  posterior  part  of  right  side  of  palate,  extending  on  to  alveolar  process. 
Edges  thick,  hard,  and  everted.  Enlarged  glands  behind  angle  of  jaw.  Refused 
treatment. 

Of  oesophagus. — Male,  set.  38  (transferred  from  Medical  Ward).  Died.  Dys- 
phagia 7  months;  loss  of  flesh.  Stricture  9^  inches  from  teeth,  admitted  bougie 
equal  to  No.  5  Knglish  catheter.  Gradually  dilated  for  8  weeks  up  to  size  equal 
to  No.  19.  In  spite  of  passage  of  bougies  stricture  contracted  again,  and 
obstruction  became  complete.  Gastrostomy  83  days  after  admission,  incision 
parallel  to  costal  margin.  Stomach  opened,  and  fixed  to  abdominal  wall  by 
means  of  7  double  sutures,  each  attached  to  a  small  bone  plate  (in  stomach). 
Free  edge  of  stomach  also  sutured  to  margin  of  abdominal  wound.  Gradually 
sank,  and  died  13  days  after  operation.     P.M. — Walls  of  cesophagus  infiltrated 
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with  firm  white  growth  for  4  inches,  commencing  2  inches  below  cricoid,  adherent 
behind  to  vertebras.  Calibre  of  oesophagus  size  of  No.  8  catheter  at  upper  part 
of  growth.  Growth  extended  on  anterior  wall  nearly  to  stomach.  Nodule  of 
new  growth  in  mucous  membrane  of  stomach  close  to  cardiac  orifice.  Stomach 
firmly  adherent  to  abdominal  wall.  Opening  in  it  midway  between  orifices,  and 
close  to  great  curvature.     A  few  small  white  nodules  in  liver  and  spleen. 

Of  pylorus. — Female,  a-t.  31  (transferred  from  Medical  Ward).  Vomiting  i>f 
coffee-coloured  fluid  3  months  j  loss  of  flesh  10  months.  Noticed  movable  lump 
in  region  of  stomach  quite  recently.  On  examination  rounded,  movable,  bard 
tumour  just  above  and  to  right  of  umbilicus.  Stomach  dilated.  Gastro- 
jejunostomy day  of  transfer.  Median  incision.  Circumscribed,  hard,  nodular 
mass  surrounding  pylorus.  No  adhesion.  No  enlarged  glands.  Stomach 
opened  near  gi'eat  curvature  and  washed  out.  Jejunum  opened  about  three 
inches  from  its  commencement.  Senn's  oval  bone  plates  used,  and  jejunum 
fixed  to  stomach  without  difiiculty.  Lembert's  sutures  introduced  all  round  after 
approximation  of  plates.  OiDcration  1|  hours.  Death  from  exhaustion  12  hours 
later.  Complete  post  mortem  refused.  Stomach  and  jejunum  removed.  No 
leakage.  Some  adhesions  between  stomach  and  jejunum.  Water  passed  readily 
from  stomach  into  intestine,  but  not  in  opposite  direction.  Pyloric  orifice  almost 
completely  obliterated  by  firm  contracting  growth  admitting  only  a  small  probe. 

Of  colon. — Male,  set,  22  (transferred  from  Medical  Ward).  Pain  and  vomiting, 
with  alternating  constipation  and  diarrhoea,  for  9  months.  Laparotomy  in  mid- 
line. Mass  of  growth  felt  in  hepatic  flexure,  which  was  bound  down  by  adhesions. 
Wound  closed,  and  right  inguinal  colotomy  performed.  Gradually  sank,  and 
died  on  3rd  day  after  operation.  P.M. — No  peritonitis.  Hepatic  flexure  the 
seat  of  an  infiltrating  new  growth  involving  whole  circumference  of  gut,  adhe- 
rent especially  to  gall-bladder  and  stomach  close  to  pylorus,  where  there  was  a 
fistulous  communication  between  stomach  and  hepatic  flexure.  Transverse  colon 
had  been  opened  in  right  groin  6  inches  below  the  obstruction. 

Of  rectum. — Males  7,  females  5.  C.  1,  R.  3,  U.  6.  D.  2.  Hereditary  history 
in  1  case.  Duration  4,  5,  6,  6,  7,  9,  and  10  months  and  2,  2,  2,  2,  and  3  years 
respectively.  Position  1^,  1^,  2,  3^,  4,  4,  5,  5,  and  7  inches  above  anus  respec- 
tively.    Recto-vaginal  septum  involved  in  1  case  (recurrent). 

Treatment. — Excision  of  lower  3  inches  of  rectum  1 ;  discharged  in  33  days, 
wound  not  quite  healed  and  control  over  evacuations  not  complete.  Left  inguinal 
colotomy  in  4;  all  dcme  in  two  stages,  bowel  opened  3,  5,  7,  and  9  days  respec- 
tively after  operation,  and  one  not  stated.  In  one  case  the  bowel  was  previously 
punctured  to  relieve  distension.  Left  lumbar  colotomy  in  1.  Refused  operation 
3 — 1  recurrent  after  partial  excision  2  years  previously.  Too  extensive  for 
operation  3 — 1  recurrent  after  excision  12  months  previously,  recto-vaginal 
septum  involved. 

Fatal  cases. 

1.  Male,  ajt.  56.  Refused  treatment  when  in  hospital  on  August  9th.  Re- 
admitted for  pain  in  epigastrium.  Hard  lobulated  mass  obstructing  lumen  of 
bowel  11  inches  from  anus.  Trace  of  albumen  in  urine.  Left  inguinal  colotomy 
4  davs  after  admission.  Glass  tube  passed  through  mesocolon,  and  no  sutures 
used  to  fix  colon,  which  was  opened  9  days  later.     Five  days  after  this,  passed 
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liiilf  a  pint  of  (liwk  blood  from  upper  opening  in  bowel,  and  became  collapsed. 
Constant  oozing  foi-  2  days,  when  ])atient  died  collapsed.  P.M. — Stomach  con- 
tained nmcli  reddish  liquid  blood  and  clot.  Mucous  membrane  covered  with 
nmcns;  no  ulceration.  Small  intestine  distended  and  contained  reddish  blood. 
Large  intestine  collapsed,  and  contained  dark  blood  just  above  colotomy  opening. 
Extensive  ulceration  of  upper  6  inches  of  rectum,  with  scattered  raised  patches 
of  growth.    Lower  2  inches  normal.     Secondary  nodules  in  liver  and  left  kidney. 

2.  Female,  set.  67.  Dianhcea  6  months,  haemorrhage  6  weeks.  High  up  in 
rectum  can  be  felt  a  conical  mass  protruding  into  lumen  of  bowel.  No  ulcera- 
tion. Seven  days  after  admission  incision  in  left  inguinal  region  with  view  to 
possible  removal.  Patient  too  collapsed  for  long  operation,  so  colon  was  sutured 
to  wound  and  opened  a  few  days  later.  Progress  good  till  I7th  day,  when 
temperature  rose  to  104°,  and  patient  complained  of  faintness.  Died  next  day. 
P.M. — Oval  ulcer  on  anterior  rectal  wall  7  inches  Irom  anus.  Wall  of  I'ectum 
infiltrated.  Aortic  regurgitation,  valves  covered  with  rigid  calcareous  plates. 
Left  ventricle  hypertropliied. 

Of  vagina. — Female,  set.  33.  Six  weeks  history.  Large  ulcer,  with  hard 
everted  edges,  involving  nearly  whole  of  posterior  vaginal  wall.  Too  extensive 
for  treatment. 

Of  bladder. — Female,  set,  64.  Abdominal  pain  and  incontinence  of  urine  11 
months,  hsematuria  4  months.  Urethra  dilated  and  bladder  examined  with 
finger.  Sessile  growth  felt  on  floor,  portions  removed  with  forceps  and  curette. 
Microscopic  examination  proved  growth  to  be  soft  carcinoma.  Graduall}'  sank, 
and  died  11  days  later.  P.M. — Mass  of  new  growth  breaking  down  in  centre, 
situated  between  rectum  and  bladder,  and  invading  base  of  the  latter.  Anterior 
surface  of  bladder  adherent  to  back  of  pubes.  Small  sacculus  from  left  side. 
Intense  cystitis.  Both  kidneys  aflected  with  interstitial  nephritis.  Pneumonia 
of  right  lung. 

Malignant  tumours  of  face. — Females  2.     U.  2. 

1.  Female,  set.  57.  Three  years  history.  Removed  three  times  in  Richmond 
Hospital.  Now  mass  of  firm  new  growth  occupying  right  side  of  face  and  upper 
lip.  Ulcer  on  inner  surface  of  cheek.  Mass  of  glands  under  jaw.  Too  extensive 
for  removal. 

2.  Female,  set.  53.  Three  months  history.  Conical  tumour  of  right  cheek, 
semi-solid;  fungating  at  apex,  the  site  of  an  incision.  No  glands.  Too  extensive 
for  removal. 

Of  parotid. — Male,  set.  58.  Tumour  first  noted  in  front  of  left  ear  40  years 
ago ;  gradually  increased  last  18  months.  Partial  removal  9  mouths  ago.  Left 
facial  paralysis  11  months.  Now  hard  mass  size  of  &gg  in  left  parotid  region 
very  deeply  connected.     Too  extensive  for  operation. 

Of  neck.—MaXes  2.     U.  2. 

1.  Male,  ffit.  12.  Painful  swelling  8  mouths.  Incised  in  London  Hospital 
4  months  ago.  Much  emaciation.  Tumour  just  below  left  ear  very  hard  and 
infiltrating.     Too  extensive  for  operation. 

2.  Male,  set.  62.  Tumour  12  months^  increasing  rapidly  last  5  weeks.  Large, 
slightly  movable,  hard  nodular  mass  in  right  submaxillary  region.  Subject  of 
Ifright's  disease,  so  no  operation  advised. 
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Of  axilla  and  lung. — Male,  a3t.  45.  Tertiary  syphilitic  ulceration  all  over 
body.  Sloughing  mass  in  left  axilla.  Incision.  Died  suddenly.  P.M. — Half  a 
pint  of  serous  fluid  in  pericardium.  Firm  adhesions  of  both  pleurae.  New 
growth,  involving  anterior  mediastinal  and  bronchial  glands,  chiefly  left.  Large 
mass  of  malignant  glands  in  left  axilla.  Much  new  growth  in  left  lung  and 
lower  lobe  of  right.  Small  mass  of  new  growth  on  anterior  surface  of  left 
ventricle  of  heart. 

Of  omentum. —  Female,  tet.  48.  Lump  noted  in  right  side  of  abdomen  6  months. 
On  examination  movable  lump  size  of  fist,  probably  connected  with  omentum. 
No  symptoms.     Not  suitable  for  operation. 

Of  liver. — Female,  set.  24  (transferred  from  Medical  Ward).  Swelling  of 
abdomen,  jaundice,  and  constipation  3  months.  On  examination  large  tumour 
occupying  upper  half  of  abdominal  cavity,  with  two  hemispherical  projec'tions, 
(?)  fluctuating.  Exploratory  incision.  Liver  found  to  be  uniformly  enlarged, 
bleeding  readily  on  manipulation.  On  surface  opaque  yellowish  spots  of  (?)  new 
growth.     Left  hospital  no  worse  for  examination  in  1^  days. 

Obstruction  to  common  bile-duct  hy  new  growth. — Male,  at.  38  (transferred 
from  Medical  Ward).  Pain  over  liver  5  months,  jaundice  4  months.  On  exami- 
nation globular  enlargement  over  site  of  gall-bladder.  Laparotomy  in  mid-line, 
gall-bladder  felt  distended,  and  hard  mass  in  situation  of  common  duct.  Second 
incision  over  gall-bladder,  which  was  very  tense  and  could  not  be  drawn  out  of 
wound,  so  was  left  to  form  adhesions.  Opened  3  days  later  and  interior  explored ; 
nothing  detected.  Eighteen  days  later  median  abdominal  incision  reopened; 
hard  mass  of  new  growth  felt  surrounding  common  bile-duct  and  extending  up 
to  its  junction  with  the  hepatic  duct.  The  intestine  was  very  adherent  to  scar, 
and  was  torn  slightly  ;  rent  sutured.  Faecal  fistula  formed,  and  then  gradually 
closed.     On  discharge  jaundice  slightly  less.     Small  faecal  fistula  in  mid-line. 

Epithelioma — 

Lower  Up. — Males  3.  C.  2,  U.  1.  Duration  3  months,  5  and  11  years.  History 
of  injury  in  1.  Two  were  smokers.  Enlarged  glands  in  1.  Excision  in  2; 
refused  operation  1. 

Tongue.— m.&\es  17.  C.  7,  R.  2,  U.  7,  D.  1.  Duration  1,  2,  2,  2,  3,  3,  3,  3,  3, 
4,  and  5  months,  and  1,  2,  4,  and  7  years  respectively.  Two  cases  recurrent  after 
3^  months  and  2  years  respectively.  In  no  case  any  history  of  heredity  ;  in  3 
cases  a  history  of  syphilis.  Six  only  noted  as  being  smokers.  Extensive  leuco- 
plakia  in  5.  Glands  enlarged  in  7  primary  and  1  recurrent  case.  Floor  of 
mouth  involved  in  3,  and  tonsil  in  1  primary  case.  Floor  of  mouth  involved  in 
1  secondary  case.  Stricture  of  urethra  in  1  case ;  internal  urethrotomy  per- 
formed, refused  operation  on  tongue. 

Treatment. — Complete  removal  of  tongue  in  Ij  half  tongue  removed  in  6; 
less  than  half  in  1 ;  tonsil  removed  with  half  tongue  in  1,  in  which  recurrence 
took  place  in  tonsil  before  discharge;  glands  removed  in  2;  prelin)inary  ligature 
of  Unguals  in  2 ;  preliminary  tracheotomy  1 ;  laryngotomy  1.  Two  refused 
operation,  and  7  were  too  extensive.  In  every  case  operated  upon  tongue  was 
removed  through  mouth  with  scissors.     Cheek  was  divided  in  1  case. 

Fatal  case. — Male,  set.  53.  Recurrent  growth  in  scar  noted  IS  months. 
Primary  growth  removed  2  years  previously,  with  anterior  two  thirds  of  tongue. 
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Tracheotomy.  Isthmus  of  tliyroid  divided  and  a  portion  removed,  as  it  was  large 
and  in  the  way.  Sponge  placed  in  pharynx.  Left  cheek  divided  horizontally 
back  to  ramus  of  jaw.  Remains  of  tongue  removed,  well  back,  with  scissors. 
Very  little  hEemorrhage  during  operation.  After  its  completion,  however,  venous 
hemorrhage  took  place  from  pharynx,  welling  up  into  mouth  at  intervals.  No 
vessel  could  be  found.  Pharynx  plugged,  and  tracheotomy  tube  left  in.  No 
further  haemorrhage  took  place,  but  patient  died  in  5  hours,  apparently  from 
shock  due  to  the  prolonged  operation.     No  P.M. 

Floor  of  mouth. — Males  3.  Readmission  1.  All  too  extensive  for  operation ; 
glands  enlarged  and  jaw  involved  in  all. 

Tonsil. — Males  3.  All  too  extensive  for  operation.  Duration  1,  1,  and  5 
months.  Glands  enlarged  in  all.  Tongue  and  soft  palate  involved  in  1;  jaw, 
tongue,  palate,  and  pharynx  in  8;  jaw  and  tongue  in  1;  preliminary  laryngo- 
tomy,  division  of  cheek,  and  examination  of  one  case,  which  was  found  to  be 
too  extensive  for  removal. 

Mucous  memhrane  of  cheek. — Male,  set.  43.  History  of  syphilis,  and  extensive 
smoking  for  23  years.  Sore  noted  8  months,  and  lumps  under  jaw  4  months. 
On  examination  all  upper  overlap  lower  teeth ;  second  left  bicuspid  especially 
prominent,  projecting  into  cheek.  Nearly  whole  of  inner  surface  of  left  cheek 
occupied  by  indurated  ulcer,  with  hard,  raised  edges,  not  involving  skin  nor 
jaws,  but  extending  slightly  on  to  lips.  Large  mass  of  glands  below,  and 
adherent  to  jaw.  Cheek  divided  and  ulcer  removed;  glands  dissected  out. 
Healing  by  first  intention. 

Face. — Male,  aet.  75.  Secondary  ulcerating  tumour  in  front  of  left  ear  4 
months.  Primary  epithelioma  removed  2  years  previously  from  left  cheek. 
Secondary  growth  extended  into  parotid  gland,  and  facial  nerve  was  implicated, 
and  dissected  out.     Impossible  to  remove  whole  of  growth. 

Larynx. — Male,  set.  60.  Loss  of  voice  2  years ;  dyspnoea  on  exertion.  Only 
small  opening  between  cords.  No  ulceration.  Growth  above  cords.  Tracheo- 
tomy gave  much  relief. 

Neck. — Male,  set.  57. — Nodulated  tumour  in  skin  of  right  side  of  neck,  freely 
movable.  Two  months  history,  started  in  pimple.  Excision,  with  two  appa- 
rently healthy  glands  situated  just  below  it. 

Suimaxillary  glands. —  Males  2.  C.  2.  Both  after  removal  of  epithelioma  of 
lower  lip.  Primary  growth  removed  2  months  and  2|  years  respectively. 
Second  recurrence  in  gland  1.     Both  removed. 

Scar. — Male,  set.  50.  Necrosis  of  right  tibia  13  years,  with  sinus.  Papillo- 
matous growth  noted  1  year.     Glands  in  groin  enlarged.     Gritti's  amputation. 

Heel. — Male,  at.  45.  Noted  18  months.  Large  foul  ulcer  with  hard  everted 
edges,  occupying  whole  of  left  heel.  Glands  in  groin  enlarged.  Mikulicz's 
operation  ;  good  result. 

Ibe.— Male,  aet.  55.     Corn  on  fifth  right  toe  2  years.     Commenced  to  f ungate 

18  months  ago.     Glands  in  groin  noted  2  months,  and  broke  down  1  month  ago. 

Amputation  of  fourth  and  fifth  toes,  with  heads  of  metatarsal  bones.     Fungating 

mass  in  groin  scraped. 

'      Penis. — Male,  aet.  64.     Six  months  history.     Congenital  phimosis.     Papillo- 
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matous  growth  fungating  through  left  side  of  prepuco,  surrounded  by  a  deep 
ulcer.     Inguinal  glands  enlarged.     Refused  treatment. 

Humerus. — Female,  aet.  53.  Left  lumbar  colotomy  performed  10  months 
previously  for  carcinoma  of  rectum.  "Weakness  of  right  arm  4  months,  and  3 
mouths  ago  felt  it  give  way  with  a  snap  while  at  work.  Admitted  for 
spontaneous  fracture.  Firm  fusiform  swelling  of  upper  half  of  right  humerus. 
Fracture  at  junction  of  upper  and  middle  thirds;  crepitus.  Shoulder-joint 
normal.  Xo  enlarged  glands.  Fourteen  days  after  admission  amputation  at 
shoulder-joint  after  preliminary  ligature  of  axillary,  as  high  up  as  it  could  be 
reached  from  axilla.  Left  hosp'ta!  21  days  after  operation ;  stump  healed. 
Microscopic  examination  of  section  of  tumour  shows  it  to  be  a  typical  columnar- 
celled  epithelioma.  Seen  8  months  after  discharge,  when  she  had  a  new  growth 
in  the  thyroid  gland. 

Sodent  ulcer.— 'Slale  1,  females  2.     C.  1,  R.  1,  U.  1. 

1.  Male,  aet.  47,  Commenced  as  small  pimple  on  forehead  5  years  ago.  No 
enlarged  glands.     Excised. 

2.  Female,  ret.  59.  Twelve  years  history,  attributed  to  friction  of  clothes. 
On  examination  extensive  deep  ulcer,  with  slightly  raised  tubercuhited  edges, 
iu  sulcus  between  right  thigh  and  labium.  No  glandular  enlargement.  A 
portion  examined  microscopically  proved  it  to  be  typical  rodent  ulcer.  Refused 
operation. 

3.  Female,  set.  51.  Recurrent,  of  right  side  of  face  and  superior  maxilla. 
Primary  growth  removed  from  junction  of  ala  nasi  and  cheek  9  years  ago. 
Recurrence  noted  2  months.  Anterior  part  of  superior  maxilla  invaded.  No 
glandular  enlargement.  Excision  of  growth,  with  portion  of  superior  maxilla. 
Microscopic  examination  proved  it  to  be  rodent  ulcer. 

Sarcoma — 

(a)  Recurrenf,  of  hreast. — Female,  at.  43.  Readmitted  twice.  Primary 
growth  removed,  with  right  breast,  14  months  previously.  Secondary  growths 
removed  7,  10,  11,  12,  and  13  months  later  respectively.  On  discharge  no  sign 
of  recurrence. 

(6)  Testicle. — Male,  at.  33.  Noted  5  years,  gradually  increasing.  On  exami- 
nation right  testicle  size  of  small  cocoanut,  hard,  heavy,  and  oval  in  shape. 
Smooth  on  surface.  Tliickening  extended  up  cord  into  inguinal  canal.  No 
testicular  sensation.  Castration.  Peritoneal  cavity  opened  in  removing  upper 
limit  of  growth  in  the  cord,  which  extended  into  the  abdominal  cavity.  Perito- 
neum sutured,  whole  of  growth  removed.  Healed  by  first  intention,  without  a 
bad  svmptom.  On  microscopic  examination  tumour  proved  to  be  a  large  round- 
celled  sarcoma. 

(c)  Kidney. — Female,  set.  1^.  Swelling  in  left  loin  noted  1  week.  Developed 
scarlet  fever  16  days  after  admission,  transferred  to  medical  ward  and  died. 
P.M. — Sarcoma  of  left  kidney,  which  was  size  of  small  cocoaaut  and  encapsuled. 

{d)  Bones. — Males  4,  females  5.  C.  5,  R.  2,  U.  2.  Heredity  traced  iu  none. 
History  of  injury  in  1.  Enlarged  glands  in  2  cases.  Upper  jaw  4  (Myeloid  1, 
recurrent  spindle-celled  1;  undetermined  2);  lower  jaw  1  (myeloid);  sternum  1 
(recurrent  spindle-celled);  radius  1  (central  myeloid);  femur  2  (central  myeloid 
1,  ossifying  spindle-celled  1). 
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Treatment. — Partial  excision  of  upper  jaw  in  1 ;  removal  of  recurrent  growth 
1 ;  rciuoval  of  myeloid  epulis  lower  jaw  1;  scraping,  canter^',  and  zinc  paste  to 
recurrence  of  sternum  ;  excision  of  lower  ends  of  radius  and  ulna  1 ;  amputation 
at  hip-joint  1 ;  amputation  in  middle  third  of  thigh  1.     Unfit  for  operation  2. 

(e)  Glands. — Male,  set.  56.  Infiltrating  mass  right  side  of  neck  15  months. 
Has  been  twice  incised.  Portion  examined  and  found  to  be  round-celled  sarcoma. 
Too  extensive  for  operation. 

(/)  Males  2.  C.  1,  D.  1.  Male,  set.  36.  Pedunculated  tumour  size  of  egg  at 
flexure  of  right  elbow  noted  several  years.  No  enlarged  glands.  Excised.  On 
microscopic  examination  mixed-celled  sarcoma  with  many  haemorrhages  in  its 
substance. 

Fatal  case, — Male,  ajt.  23.  Lump  in  right  groin  noted  6  months.  Gradual 
emaciation  for  same  time.  On  examination  darkly  pigmented  mole  on  inner 
side  of  right  leg,  just  above  malleolus,  size  of  a  shilling;  said  to  have  been 
present  since  birth,  but  has  increased  in  size  lately.  Large  mass  of  indurated 
glands  in  groin.  A  mass  also  felt  deeply  in  iliac  fossa.  Numerous  subcutaneous 
nodules,  varying  in  size  from  a  pea  to  a  hazel-nut,  all  over  the  trunk,  arms,  and 
thighs,  some  bliiish  in  colour.  Haemorrhage  from  rectum  has  taken  place  when 
bowels  have  acted.     Tenderness  over  lumbar  spine.     Left  at  own  request. 

Simple  tumours — 

(a)  Lipomata. — Males  1,  females  11.  C.  11,  U.  1.  Situation  :  Arms  1 : 
shoulder  1;  neck  1;  chest  1;  back  4;  buttock  1;  loin  1.  Fibro-lipomata  of 
buttock  and  arm  1 ;  diffuse  lipoma  of  inner  side  of  each  knee  1.  All  excised 
except  in  1  female,  too  fat  and  bronchitic  for  operation.  One  knee  only  operated 
upon  in  the  diffuse  lipoma.  Crucial  incision  ;  over  2  lbs.  of  fat,  with  some  skin, 
removed.     Wound  suppurated  and  gaped  ;  healed  by  granulation ;  good  result. 

(b)  Fibromata. — Females  2.  C.  2.  Right  hypothenar  eminence  1,  probably 
connected  with  palmar  fascia  ;  excised.  Eight  temporal  region  1,  hard  globular 
tumour  about  1  inch  in  diameter,  firmly  attached  to  periosteum  just  behind  and 
above  right  ear.  Removed  with  a  scale  of  bone.  Microscopic  examination 
proved  it  to  be  a  very  dense  fibroma. 

(c)  Polypi. — Males  5,  females  2.  C.  6,  D.  1.  Nose  4;  ear  1;  naso-pharynx  1 ; 
rectum  1.     Nasal  and  naso-pharyngeal  all  recurrent. 

Fatal  case. — Female,  set.  55.  Nostrils  blocked  off  and  on  for  10  yeai's.  Had 
polypi  removed  with  snare  several  times.  On  examination  multiple  small  polypi 
blocking  each  nostril.  Curetted  under  chloroform.  Next  day  ecchymosis  of 
right  eyelids  and  temp.  101"8°  On  2nd  day  temp.  105'4°,  frontal  headache,  and 
drowsiness.  Remained  in  same  condition  2  days.  Died  on  5th  day;  temperature 
before  death  106'4°  and  after  death  107'4°.  Never  any  vomiting  nor  paralysis. 
P.M. — Dura  mater  separated  from  orbital  plates  by  thin  layer  of  pus.  Cribri- 
form plate  completely  destroyed,  crista  galli  remaining  intact.  Superior  and 
middle  turbinated  bones  missing,  probe  passing  into  orbit  on  each  side  from 
nose.  This  destruction  of  bone  evidently  antecedent  to  operation,  as  the 
remaining  edges  were  black,  crumbling,  and  carious.  Further  than  this,  a  small 
portion  of  polypoid  tissue  was  firmly  adherent  to  the  under  surface  of  the  dura 
mater  where  it  originally  overlay  the  cribriform  plate.  Frontal  lobes  of  brain 
•  firmly  adherent  to  membranes  over  site  of  cribriform  plate.     No  ear  disease. 
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(d)  Myxo-Jihroma  of  cervical  nerves. — Female,  set.  43.  Small  lump  above  left 
clavicle  and  shooting  pains  in  hand  about  14  years.  Lump  gradually  increasing. 
For  4  years  shooting  pains  down  left  arm.  On  examination  firm  tumour  size  of 
small  e^^  immediately  above  outer  part  left  clavicle  and  apparently  connected 
with  nerve-roots.  Tingling  sensation  on  outer  side  of  back  of  forearm  and  back 
of  thumb  and  index  finger.  Excised  and  found  to  be  encapsuled,  strands  of 
nerve  passing  over  its  surface,  and  a  large  nerve-trunk  behind.  Left  hospital  10 
days  after  operation,  having  lost  all  previous  symptoms. 

(e)  Nxvi. — Males  2,  females  4.  C.  4,  D,  2.  Situation  :  back  of  hand  1 ;  left 
arm  1 ;  abdominal  wall  1 ;  forearm  1 ;  shoulder  and  chest  1 ;  neck  1.  All 
excised  except  the  one  of  shoulder  and  chest,  which  was  too  extensive. 

Fatal  cases. 

1.  Male,  aet.  1  day.  Small,  unhealthy  infant,  cyanosed.  Large  swelling  sur- 
rounding upper  part  of  left  arm  and  extending  on  to  front  of  chest  as  far  as 
nipple  and  back  nearly  to  spine.  Tumour  bluish  in  colour  and  elastic  to  feel. 
Child  gradually  wasted,  and  died  in  2  months.  P.M. — Growth  naevoid  in 
chai'acter,  with  large  proportion  of  connective  tissue.  It  extended  through 
pectoralis  major,  and  was  adherent  to  ribs  from  second  to  sixth.  Consolidation 
of  lower  and  middle  lobes  of  right  lung.     Other  organs  healthy. 

2.  Female,  set.  13  months.  Swelling  noted  since  2  months  of  age  in  right 
submaxillary  region,  gradually  increasing.  On  examination  large  deep  venous 
uajvus.  Excised  7  days  after  admission ;  connections  found  to  be  very  deep, 
being  attached  to  carotid  sheath  and  wall  of  pharynx.  Operation  a  long  one,  not 
much  loss  of  blood.  Died  on  2ud  day,  never  having  recovered  from  the  shock  of 
the  operation.     P.M. — Organs  healthy. 

(/)  Adenomata.— YerasXe^  6,  C.  6.  All  of  breast.  Ages  18,  19,  20,  21,  35, 
and  37  years.  Duration  6  weeks,  8  and  9  months,  1, 2,  and  6  years  respectively. 
Married  2;  children  1.  Family  history  of  breast  tumours,  probably  simple,  in  1. 
History  of  injury  in  1.  One  recurrent  after  2  years,  with  an  adenoma  in  oppo- 
site breast  as  well.     All  excised;  4  definitely  encapsuled. 

{g)  Exostoses. — Males  4,  females  2.  C.  6.  Ivory  1,  of  hard  palate,  removed 
with  chisel.  Spongy  2 ;  lower  end  of  femur,  inner  side,  1 ;  head  of  fibula  1 — both 
covered  with  layer  of  cartilage.  Removed  with  chisel  and  bone  forceps.  Sub- 
ungual 3,  1  recurrent.     All  removed. 

(A)  Lymphadenoma. — Males  2,  females  1.     C.  1,  U.  1,  D.  1. 

1.  Male,  set.  4.  Rickety.  Mass  of  glands  size  of  closed  fist  extending  from 
left  clavicle  to  jaw,  glands  mostly  distinct;  noted  18  months.  No  other 
glandular  enlargement.  Liver  and  spleen  not  markedly  enlarged.  Excision  of 
one  large  mass  of  many  separate  glands.  On  leaving  hospital  no  glandular 
enlargement  anywhere. 

2.  Male,  at.  3|.  Mass  of  separate  enlarged  glands  in  leftside  of  neck  noted 
2  years.  Difiiculty  in  breathing  and  much  emaciation  last  3  months.  Some 
stridor  when  asleep.  Abdominal  pain.  Gradually  sank  and  died  3  days  after 
admission.    No  P.M. 

3.  Female,  set.  12.  Geueral  glandular  enlargement  noted  3  years.  Liver  and 
spleen  much  enlarged.     No  surgical  treatment. 
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Ci/sts — 

(a)  Dermoid. — Males  3,  females  3.  C.  6.  Outer  angle  of  orbit  3 ;  root  of 
nose  1  (recurrent)  ;  below  lobule  of  ear  1 ;  supra-sternal  notch  1.     All  excised. 

(b)  Cystic  testicle. — Male,  ajt.  26.  Eigbteen  months  history.  Tapped 
several  times ;  salivated  with  mercury  at  Cork.  No  history  nor  sign  of  syphilis 
On  examination  irregular  cystic  swelling  size  of  duck's  egg;  some  solid 
material  at  lower  part.  Cord  normal.  Castration.  Tunica  vaginalis  contained 
a  little  clear  fluid.  A  very  delicate  membrane-covered  tumour,  which  was  com- 
posed of  three  or  four  thin-walled  cysts  at  upper  part,  the  lower  part  being  solid. 
(Museum.) 

(c)  Congenital  sacral. — Female,  aet.  3  days.  Cystic  tumour  size  of  large 
orange  situated  between  rectum  and  sacrum,  projecting  behind  anus.  No  para- 
lysis of  limbs.  Apparently  no  connection  with  spinal  canal.  No  alteration 
during  stay  in  hospital.     Child  too  feeble  for  operation. 

{d)   Ovarian.     Females  4.     C.  4. 

1.  Female,  a;t.  47.  Married,  4  children.  Tumour  noted  2  years.  On  exami- 
nation cystic  tumour  of  right  ovary  and  (?)  smaller  one  of  left.  Transferred  to 
Adelaide. 

2.  Female,  ast.  49.  Married,  4  children.  Catamenia  ceased  21  years.  Abdo- 
minal pain  1  year;  swelling  noted  on  right  side  6  months.  On  examination 
abdomen  distended,  flanks  bulged,  some  free  fluid.  Central  tumour,  extending 
4  inches  above  umbilicus.  Uterus  2|  inches,  normal  position.  Median  incision 
below  umbilicus.  Some  ascites.  Omentum  adherent  to  front  of  cyst,  which  was 
tapped  and  then  incised,  as  contents  too  thick  to  pass  through  canula.  The 
pedicle,  which  was  found  to  be  twisted  on  its  axis,  was  transfixed,  ligatured  with 
stout  silk,  cut  off,  and  returned.  The  left  ovary  examined  and  found  to  contain 
2  or  3  small  cysts,  and  was  surrounded  by  varicose  veins.  Abdomen  sponged  out 
and  wound  closed  with  silkworm  gut.  No  drainage-tube.  Boracic  and  mercurial 
dressings.  Stitches  removed  on  8th  day.  Wound  healed  by  first  intention. 
Left  hospital  51  days  after  operation,  cured. 

3.  Female,  set.  18.  Single.  Catamenia  commenced  at  13;  always  regular 
(3  weeks).  Said  to  have  had  attack  of  peritonitis  2  months  ago,  which  came  on 
suddenly  while  walking.  Was  in  bed  3  weeks  with  swollen  and  tender  abdomen, 
vomiting,  and  retention  of  urine.  When  recovering  from  this  her  doctor  dis- 
covered a  swelling  in  left  iliac  region.  On  examination  uterus  normal  but 
displaced  to  right.  Bladder  also  pushed  over  to  right.  An  ill-defined,  soft  mass 
size  of  cocoanut  to  left  side  and  in  front  of  uterus,  probablj'  the  thick  wall  of  a 
ruptured  ovarian  cyst.  Three  weeks  after  admission  median  incision  from  pubes 
nearly  to  umbilicus,  cyst  tapped,  and  12  oz.  of  dark  grumous  fluid  drawn  oflf. 
A  few  recent  adhesions  of  cyst.  Pedicle  transfixed  and  ligatured  with  silk, 
stump  returned.  Peritoneal  cavity  sponged  out.  Wound  closed  with  deep  and 
superficial  sutures.  No  drainage-tube.  Dressings  of  iodoform  and  salicylic 
wool.  Cyst  wall  i  inch  thick.  No  sign  of  any  previous  rupture.  Stitches 
removed  on  7th  day.  Highest  temperature  99"8°.  Left  hospital  cured  26  days 
after  operation. 

4.  Female,  aet.  56.  Catamenia  commenced  at  17,  regular.  Menopause  at  46. 
ilbdominal  discomfort  for  18  months,  flatulence,  retching,  and  vomiting.    Pains 
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in  lower  abdomen.  On  examination,  fretly  movable  Huctnating  centriil  tumour 
reacbing  midway  between  umbilicus  and  ensiform,  pedicle  extending  into  left 
side  of  pelvic  cavity.  Six  days  after  admission  median  incision  3^  inches.  Large 
left  ovarian  cyst  and  several  smaller  cysts,  the  former  tapped  and  90  ounces  of 
fluid  witlidravvn.  No  adhesions.  Pedicle  transfixed  and  ligatured  with  silk. 
Continuous  suture  of  peritoneum.  Interrupted  sutures  to  approximate  edges  of 
recti  muscles.  Skin  sutured.  No  drainage-tube.  Iodoform  and  salicylic  wool 
dressings.  Some  sutures  removed  on  5th  day,  remainder  on  9th.  Wound  healed 
by  first  intention.  Highest  temperature  lOO'B",  one  occasion  only.  Left  hos- 
pital cured  on  28th  day  after  operation. 

5.  Female,  sBt.  65  (transferred  from  Medical  Ward).  Married  twice ;  no 
miscarriages.  Catamenia  at  17;  regular.  Menopause  at  50.  Abdomen  en- 
larging 2  years ;  pain  3  months.  Left  leg  swollen  off  and  on  for  15  years. 
Umbilical  hernia  size  of  orange.  For  last  few  days  constipation  and  frequent 
vomiting.  On  examination  stout  anajmic  woman.  Much  abdominal  distension, 
especially  in  front;  flanks  resonant.  Median  incision  4  inches.  Large  cyst 
tapped,  and  then  a  second  one,  before  tumour  could  be  drawn  out.  Fluid  dark 
and  thin,  like  altered  blood.  Pedicle  found  to  be  twisted  twice  ou  its  own  axis. 
Transfixed  and  ligatured  with  silk ;  pedicle  returned.  Left  ovary  also  found  to 
be  cystic,  and  removed.  Glass  drainage-tube  used  and  wound  sutured  with  silk- 
worm gut.  Cyanide  and  wood-wool  dressings.  Tube  removed  next  day.  Wound 
healed  by  first  intention.  Highest  temperature  100'8°  (once  only).  Left  hospital 
cured  25  days  after  operation. 

Broad  ligament  cyst. — Female,  a3t.  22,  single.  Admitted  to  Medical  Ward  2 
months  ago  with  pain  in  right  side  of  abdomen,  diarrhoea,  and  vomiting  ;  trans- 
ferred for  operation.  On  examination  rounded  swelling  in  right  iliac  region  size 
of  orange,  movable  and  apparently  fluid.  Median  incision.  Cyst  very  adherent, 
tapped  and  4  oz.  of  dark  fluid  drawn  off".  Proved  to  be  a  cyst  of  right  broad 
ligament  which  had  become  displaced  to  left  side  of  pelvis  and  also  twisted  on 
its  own  axis.  Tube  encircled  tlie  base  of  the  tumour;  ovary  separated  by  a  slight 
constriction.  Ovary,  tube,  and  cyst  removed  together.  Peritoneum  washed  out 
with  boracic  lotion.  Glass  drainage-tube  used.  Two  days  after  operation  abdo- 
minal pain,  flatulence,  slight  brown  vaginal  discharge,  and  incontinence  of  urine. 
Next  day  frequent  vomiting,  pumping  in  character.  Enema  given  and  4  doses 
of  mag.  sulph.,  each  2  oz.,  most  of  which,  however,  was  again  vomited.  Condition 
remained  much  the  same  up  to  death  on  6th  day.  Highest  temperature  101'4°. 
P.M. — General  recent  peritonitis,  little  effusion.  Cut  end  of  right  Fallopian 
tube  had  slipped  from  under  ligature  of  pedicle  and  was  free  in  abdominal  cavity. 
Uterus  full  of  decomposing  clot.  Small  cyst  in  left  broad  ligament.  Liver 
large  and  in  an  advanced  stage  of  fatty  degeneration.  Eecent  haemorrhages  in 
both  lungs. 

CIRCULATORY   SYSTEM. 

Aneurysm. — Males  4.     C.  2,  U.  1,  D.  1. 

Right  common  carotid. — Male,  ajt.  22.  No  history  of  any  constitutional 
disease  in  patient  or  any  of  his  family.     Sore  throat  8  weeks  ago.     Swelling  in 
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right  side  of  neck  4  weeks,  grudiuilly  iucreasiug.  On  exiiniiniition  fluctuating 
swelling,  size  of  egg,  beneath  right  sterno-mastoid,  on  level  of  thyroid  cartilage, 
fairly  movable.  No  pulsation.  No  enlarged  glands  elsewhere.  Two  days  after 
admission  sudden  dilBcultj'  in  breathing,  which  soon  passed  off.  On  day  of 
operation,  six  days  later,  expansile  pulsation  was  noted,  and  tumour  was  twice  as 
large  as  on  admission.  Incision  over  swelling,  which  was  punctured  ;  blood-clot 
escaped.  Swelling  then  laid  freely  open  and  clot  turned  out.  Pressure  being 
made  on  common  carotid  low  down,  it  was  ligatured  just  below  the  sac.  Two 
artery  forceps  left  on  vessels  at  upper  end,  which  could  not  be  tied.  Internal 
jugulur  vein  tied  below.  No  definite  aneurysmal  sac.  Broken-down  gland, 
substance  found  in  the  wound.  Forceps  removed  on  5th  day.  Left  hospital 
cured  28  days  after  operation. 

Right  internal  carotid. — Male,  a3t.  31.  Father  died  of  "  phthisis."  History 
of  gonorrhoea  and  syphilis.  Patient  has  been  in  the  army  most  of  his  life. 
Swelling  in  right  side  of  neck  noted  1  month  ;  rapidly  increasing  1  week.  Four 
days  before  admission  suddenly  became  giddy  and  fell  down.  On  examination 
large  aneurysm,  extending  on  right  side  of  neck  from  angle  of  jaw  to  within 
1^  inches  of  sternum.  Pressure  on  common  carotid  diminishes  pulsation  but 
causes  faintness,  and  on  one  occasion  caused  convulsions.  No  pulsation  what- 
ever to  be  felt  in  any  artery  of  either  upper  extremity,  but  limbs  warm.  Arteries 
of  lower  extremities  apparently  normal.  Systolic  murmur  at  left  base  of  heart. 
No  thoracic  aneurysm  detected.  Chest  and  scalp  covered  with  old  pigmented 
syphilitic  scars.  Nodes  on  both  tibiae,  left  humerus,  and  acromion.  Right  pupil 
larger  than  left,  both  active.  Left  hospital  on  fifth  day,  deciding  not  to  submit 
to  operation.  Returned  much  worse  6  days  later,  aneurysm  having  increased 
slightly  in  size.  Operation  arranged  for  next  day.  Slept  well  and  appeared 
easier  next  morning,  but  suddenly  became  semi-conscious,  recovered  slightly,  but 
only  to  relapse  again.  Died  same  evening.  P.M. — Recent  ha3morrhagic  infarct 
base  of  right  lung,  and  smaller  one  in  left.  Heart  large,  pericardial  sac 
obliterated.  Gumma  in  wall  of  right  auricle.  Aorta  uniformly  thickened. 
Right  subclavian  extremely  thickened  for  distance  of  f  inch  immediately 
outside  origin  of  thyroid  axis,  lumen  just  admitting  bullet  probe.  Axillary, 
brachial,  and  radial  small  and  thin-walled.  Left  subclavian  narrowed  at  origin, 
becoming  quite  impermeable  J  inch  from  aorta.  Right  common  carotid  small, 
and  not  diseased.  External  carotid  nearly  obliterated  and  practically  incorpo- 
rated in  aneurysm  of  internal  carotid,  which  was  size  of  a  hen's  egg,  lined  with 
layer  of  adherent  clot  extending  up  to  base  of  skull,  not  affecting  bifurcation  of 
common  carotid.  Arteries  of  loft  side  of  neck  narrowed,  and  lined  by  thin  layer 
of  clot.     Brain  and  inti'a-cranial  vessels  normal. 

Eight  ileo-femoral. — Male,  a3t.  38,  painter.  No  history  of  any  constitutional 
disease  in  patient  or  his  family.  No  signs  of  syphilis  in  patient.  No  history  of 
injury.  Lead  colic  12  years  ago.  Has  long  distances  to  walk.  Noted  a 
swelling  in  right  groin  7  months  ago,  after  a  6  mile  walk  in  deep  snow; 
gradually  increasing  since.  On  examination  hour-glass-shaped  aneurysm  in 
right  groin,  constriction  produced  by  Poupart's  ligament.  Upper  portion  size  of 
small  egg,  lower  portion  rather  smaller.  Gidema  of  limb.  Pulsation  in  tibials 
weaker  than  on  opposite  side.  Heart-sounds  normal.  Arteries  generally  thickened. 
VOL.    XXI.  26 
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Ice-bag  applied.     Aneurysm  slightly  diminished  in  size.     Patient  refused  opera- 
tion and  left  hospital  iu  57  days.     Relieved. 

Right  popliteal. — Male,  set.  31,  engine  driver.  Family  history  of  consumption. 
No  history  nor  signs  of  syphilis.  Gonorrhoea  7  years  ago.  Weakness  of  righ 
leg  6  months.  Swelling  and  pulsation  behind  knee  3  weeks.  Saw  a  bone  setter, 
who  moved  knee  forcibly.  On  examination  tense  aneurysm  in  upper  part  of  right 
popliteal  space  size  of  hen's  ^^g.  (Edema  of  leg  and  foot.  No  pulsation  in 
posterior  tibial,  but  fairly  good  in  anterior.  Systolic  murmur  at  apes  of  heart. 
Digital  compression  of  femoral  commenced  5  days  after  admission  and  continued 
for  96  hours  without  producing  any  marked  change  in  aneurysm.  Blister  and 
small  slough  at  seat  of  pressure.  Ligature  of  femoral  11  days  after  cessation  of 
compression.  Silk  ligature,  and  coats  of  vessel  ruptured.  Wound  healed  bj' 
first  intention.  Left  hospital  cured  33  days  after  operation.  Leg  in  good  con- 
dition ;  aneurysm  half  its  original  size,  and  solid.     Feeble  pulsation  in  tibials. 

Cirxoicl  aneurysm  of  scalp. — Female,  a;t.  23,  married.  Father  "  gouty,"  mother 
suffers  from  "  cancer."  No  history  of  syphilis  nor  injury.  Swelling  noted  9 
months,  increasing,  especially  last  2  months.  On  examination  soft,  pulsating, 
circular  swelling  3  inches  in  diameter,  and  raised  about  half  an  inch  from 
general  surface  of  scalp.  Situated  over  occipital  protuberance,  and  extending 
more  to  left  than  to  right.  Large  thin-walled  vessels  enter  from  all  sides,  espe- 
cially from  below  in  situation  of  occipitals.  Bruit  over  tumour.  After  ligature 
of  the  largest  vessels  entering  it  the  tumour  was  dissected  out  and  found  to  be 
composed  of  large,  thin-walled  vessels,  bound  together  by  a  little  connective 
tissue.  Wound  healed  by  first  intention,  and  patient  left  hospital  cured  21  days 
after  the  operation.     No  return  of  pulsation. 

Dilated  abdominal  aorta. — Male,  ajt.  32.  One  brother  said  to  suffer  iu  same 
way.  Noted  pulsation  in  abdomen  for  1  year,  but  has  suffered  pain  3  years.  On 
examination  abdominal  walls  very  lax.  Aorta  easily  felt.  Pulsation  forcible, 
vessel  (?)  dilated. 

Varicose  veins. — Males  31,  females  8.  C.  37,  U.  2.  Lower  extremity  38, 
right  17,  left  15,  double  6.  Abdominal  wall  1.  Sixteen  had  been  rejected  for 
one  of  the  public  services. 

Treatment. —  Excision  of  portions  of  vein  between  two  ligatures  in  37  cases,  of 
which  28  healed  by  first  intention,  3  by  granulation,  and  6  suppurated.  No 
operation  in  1  with  albuminuria  and  1  with  vai-icose  veins  of  abdominal  wall. 

r/i;-omio«w.— Females  4.  C.  4.  All  of  leg.  Two  probably  due  to  anemia ; 
1  following  parturition,  suppuration  of  thrombus  ;  1  (?)  cause. 

Rxmorrhage. — Males  3,  females  1.  C.  4.  From  varicose  veins  3j  after 
circumcision  1. 

Gangrene. — Males  5,  females  1.     C.  4,  U.  1,  D.  1. 

{a)  Finger.— Male,  £et.  38.  Pain  in  right  index  finger  17  days.  Gangrene  1 
week,  no  apparent  cause.     Amputation  at  metacarpo-phalangeal  joint. 

(6)  Toe.— Male,  xt.  39.  Numbness  and  change  of  colour  in  fifth  right  toe 
for  3  weeks.  No  injury.  Uriue  contained  large  quantity  of  sugar.  General 
condition  very  bad.  Left  hospital  in  14  days,  gangrene  spreading  to  third  and 
fourth  toes. 
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(c)  Foot. — Male,  ajt.  34.  Always  suft'ered  from  chilblains.  Present  condition 
started  4  months  ago  with  chilblains  all  over  toes  of  left  foot.  On  examination 
thin,  sallow  man.  Heart  and  urine  normal.  All  toes  of  left  foot  gangrenous. 
Sloughy  ulcer  on  dorsum,  extending  towards  leg  and  slightly  on  to  sole.  Much 
pain  in  foot.  Femoral  artery  pulsating,  but  popliteal  cannot  be  felt.  Circular 
amputation  in  lower  third  of  thigh.  Femoral  and  popliteal  arteries  found 
plugged  with  firm,  adherent  white  clot.  Left  hospital  cured  27  days  after  the 
amputation. 

Male,  ajt.  22  (Raynaud's  disease).  History  of  scarlet  and  rheumatic  fevers  in 
childhood.  Right  leg  amputated  for  gangrene  of  foot  12  months  ago ;  3  months 
ago  great  toe  of  left  foot  became  swollen  and  blue.  On  examination  left  great 
toe  in  state  of  superficial  gangrene,  3  next  toes  ulcerated  extensively ;  extremely 
painful.  Urine  normal.  Amputation  in  lower  third  of  leg  by  lateral  flaps  24  days 
after  admission.     Discliarged  cured  28  days  after  amputation. 

Female,  set.  40,  single  (?  embolic  gangrene).  Previously  healthy.  Three 
months  ago  experienced  sudden  feeling  of  loss  of  power  in  right  side  of  body, 
with  numbness,  which  gradually  passed  off.  Four  days  ago,  at  end  of  2  mile 
walk,  right  leg  and  arm  suddenly  failed  her.  On  examination  general  swelling 
of  right  lower  extremity,  which  is  cold.  Acute  hypersesthesia  of  leg  and  foot. 
Tenderness  in  line  of  femoral  artery.  Whole  of  foot  and  outer  part  of  leg 
purple  in  colour,  and  colder  than  the  rest  of  the  limb.  No  pulsation  in  tibials, 
and  feeble  pulsation  only  in  femoral.  Heart  and  lungs  normal.  Trace  of 
albumen  in  urine.  Discoloration  spread  and  pulsation  in  femoral  ceased;  a  plug 
could  be  felt  in  the  vessel.  Amputation  of  thigh  in  lower  third  by  anterior  and 
jjosterior  flaps  17  days  after  admission.  Femoral  artei'y  filled  with  adherent 
clot.  Left  hospital  cured  41  days  after  amputation,  stump  firmly  healed. 
Readmitted  6  months  later  for  pain  in  left  leg.  Nothing  abnormal  detected. 
Stump  firm  and  healthy. 

Fatal  case. — Male,  at.  67.  Sudden  pain  in,  and  coldness  of,  left  foot  8  days, 
extending  up  leg.  On  examination  anterior  half  of  left  foot  cold  and  blue. 
Circulation  very  sluggish ;  tibials  feebly  pulsating.  This  condition  becoming 
more  marked  and  pulsation  ceasing  in  tibials,  thigh  was  amputated  in  lower  third 
by  anterior  and  posterior  skin  flaps  on  18th  day.  Femoral  artery  found  plugged 
with  adherent  clot.  Flap  became  gangrenous  and  bone  protruded ;  patient 
delirious,  and  gradually  sank  and  died  16  days  after  amputation.  No  post 
mortem. 

DUCTLESS  GLANDS. 

Females  5.     C.  5.     All  underwent  operation. 

Removal  of  one  lobe  of  thyroid  (4  cases)  — 

1.  Female,  mi.  38,  single.  Housekeeper.  Family  history  of  "  consumption." 
Alteration  of  voice  and  difficulty  of  breathing  on  exertion  for  two  years.  On 
examination  uniform  soft  enlargement  of  thyroid.  Median  incision  and  removal 
of  right  lobe.  Isthmus  ligatured.  Trachea  only  slightly  compressed  laterally. 
Drainage-tube  used.  Silk  sutures  and  iodoform  dressings.  Tube  removed  on 
2uTi   day.     Wound   healed   by   first    intention.     Lobe    removed   showed   simple 
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hypertrophy.     Left  hospital  24  days  after  operation,  with  a  small  sinus  in  centre 
of  wound.     Voice  improved  and  breathing  easy. 

2.  Female,  ait.  18,  single.  Family  history  of  "  cancer."  One  sister  said  to 
have  had  similar  swelling  in  neck,  which  disappeared  spontaneously.  Patient 
has  lived  at  Norwood  and  Tulse  Hill  all  her  life.  Swelling  noted  for  4  years, 
increasing  lately;  also  some  dyspnoea  when  going  upstairs.  On  examination 
large,  soft,  elastic  bronchocele.  Eight  lobe  extending  from  angle  of  jaw  to  top 
of  sternum,  and  slightly  encroaching  on  mid-line.  A  depression  is  made  out 
between  right  and  left  lobes,  but  no  isthmus  can  be  felt.  Left  lobe  extends 
from  top  of  sternum  to  ala  of  thyroid.  Median  incision.  No  isthmus.  Right 
lobe  excised,  it  being  rather  the  larger  and  overlapping  the  trachea  considerably. 
Trachea  slightly  compressed  and  pushed  to  left  side.  Drainage-tube  used,  and 
wound  closed  with  continuous  suture.  Cyanide  dressings.  Tube  removed  on 
2nd  day  and  suture  on  7th.  Wound  healed  by  first  intention  except  at  site  of 
tube,  where  some  suppuration  took  place.  Left  hospital  28  days  after  operation. 
Left  lobe  of  thyroid  had  diminished  considerably  in  size.  Paralysis  of  right 
vocal  cord. 

3.  Female,  set.  17,  single.  Lived  all  her  life  in  Loudon.  One  sister  said  to 
have  had  parenchymatous  goitre  since  birth.  Patient  has  suffered  from  goitre 
as  long  as  she  can  remember.  Swelling  increases  at  menstrual  periods.  Subject 
to  giddiness,  and  wakes  up  suddenly  at  night  gasping  for  breath.  Voice  feeble. 
On  examination  smooth  uniform  enlargement  of  right  lobe.  Left  lobe  and 
isthmus  enlarged  and  lobulated.  Vertical  median  incision,  enlarged  at  upper  end 
by  being  continued  upwards  and  outwards  on  left  side.  Isthmus  ligatured  on 
right  side,  and  greater  portion  of  it,  together  with  left  lobe,  removed.  Trachea 
keel-shaped,  the  anterior  margin  being  quite  sharp.  Drainage-tube  and  iodoform 
dressings.  Tube  removed  on  2nd  day.  Portion  of  thyroid  removed  was  lobu- 
lated, 1  lobule  only  being  cystic,  the  remainder  simple  hypertrophy.  Left  hospital 
19  days  after  operation.  All  symptoms  relieved.  Right  lobe  much  diminished 
in  size. 

4.  Female,  aet.  28,  single  (transferred  from  Medical  Ward).  Swelling  noted  for 
6  years,  pain  for  18  months.  Loss  of  voice  off  and  on  for  18  months.  Some 
difficulty  in  swallowing,  and  shortness  of  breath  on  lying  down.  On  examination 
very  nervous  woman.  Firm  lobulated  swelling,  size  of  hen's  egg,  in  right  lobe 
of  thyroid.  Trachea  displaced  to  left.  Left  lobe  and  isthmus  of  thyroid  normal. 
Slight  exophthalmos.  Rapid  pulse.  Frequent  attacks  of  difficulty  in  breathing, 
lasting  a  few  minutes,  during  which  respiration  is  very  noisy,  but  there  is  no 
stridor  nor  cyanosis.  Attacks  occasioned  by  any  attempt  at  examination,  when 
patient  becomes  very  emotional.  Incision  over  right  lobe.  Cyst  opened. 
Gland  very  adherent  to  trachea.  Isthmus  ligatured,  and  right  lobe  dissected 
out.  Sterno-thyroid  divided  in  order  to  secure  some  bleeding  points.  Drainage- 
tube  and  cyanide  dressings.  Tube  removed  on  6th  day.  Wound  healed  by  first 
intention.  Left  hospital  19  days  after  operation.  All  symptoms  relieved. 
Paralysis  of  right  vocal  cord. 

Removal  of  encapsuled  tumour. — Female,  set.  38.  Family  history  of  "  consump- 
tion." Born  in  London,  and  lived  there  28  years.  History  6  years;  noted 
swelling  1  year  after  going  to  live  on  river's  bank  at  Putney.  Increasing  diffi- 
culty in  breathing  18  months.     On  examination  whole  of  left  lobe  of  thyroid 
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uniformly  enlarged,  smooth  on  surface,  and  moderately  firm.  Median  incision. 
Muscles  notched,  to  give  more  room.  Capsule  of  gland  incised  and  tumour 
readily  shelled  out  with  fingers.  Encapsuled,  oval,  cystic  adenoma ;  greatest 
circumference  1^,  least  6  inches.  Drainage-tube  used,  and  removed  on  3rd  day. 
Wound  healed  by  first  intention.  Left  hospital  15  days  after  operation.  All 
symptoms  relieved. 


DIGESTIVE   SYSTEM. 
Hernia  (see  Special  Table). 

Acute  intestinal  obstruction.     Males  2.     C.  1,  D.  1.     Volvulus  1,  band  1. 

1.  Male,  ffit.  Tj.  Has  always  been  subject  to  attacks  of  abdominal  distension. 
Abdominal  pain  and  distension  3  days.  Vomiting  and  complete  obstruction,  in 
spite  of  enemata,  for  2  days.  On  admission  great  distension  of  abdomen ; 
resonant  all  over.  Nothing  detected  per  rectum.  Spasmodic  pain,  causing  child 
to  double  himself  up  and  cry  out.  Abdominal  section  in  mid-line,  below  umbi- 
licus. Large  intestine  found  greatly  distended,  small  intestine  collapsed,  and 
pushed  over  to  right  side  of  abdominal  cavity.  Rectum  also  collapsed.  Large 
intestine,  which  appeared  to  fill  whole  abdomen,  was  twice  punctured  with  small 
trocar  and  canula,  flatus  escaping.  Fine  suture  to  close  punctures  in  intestine. 
After  this  a  soft  tube  could  be  passed  per  rectum  into  sigmoid  colon,  and  large 
quantity  of  liquid  fteces,  and  oil,  the  result  of  previous  enema,  escaped.  Obstruc- 
tion, evidently  of  the  nature  of  volvulus,  was  relieved.  Wound  healed  by  first 
intention,  and  child  rapidly  improved.  Soft  rectal  tube  passed  several  times 
during  first  few  days  after  operation  in  order  to  relieve  commencing  distension. 
Left  hospital  cured  24  days  after  operation. 

2.  Male,  at.  28.  Right  inguinal  hernia  8  years ;  irreducible  1  year.  Twelve 
hours  before  admission  attempted  to  reduce  hernia,  and  partly  succeeded.  This 
was  followed' by  great  abdominal  pain.  Vomited  several  times.  On  admission 
symptoms  of  strangulation.  No  distension  and  very  little  tenderness  of  abdo- 
men. No  hernia  down,  but  distinct  thickening  to  outer  side  of  right  external 
abdominal  ring,  into  which  finger  could  be  introduced  and  an  impulse  obtained. 
Incision  over  external  ring.  Sac  opened,  and  found  to  contain  omentum,  with 
some  adhesions.  Fundus  of  sac  bifurcated.  A  radical  cure  was  performed,  and 
a  varicocele  removed  at  same  time.  On  next  day  vomiting  had  ceased,  and  abdo- 
men flaccid.  On  2nd  day  vomited  once ;  abdomen  a  little  distended  and  tender ; 
suddenly  became  cyanosed,  and  died.  P.M. — Dense  fibrous  band  springing  from 
mesentery  close  to  caecum,  and  attached  to  abdominal  wall  just  above  internal 
abdominal  ring  on  the  right  side.  Under  this  band,  and  tightly  nipped  by  it, 
was  a  loop  of  small  intestine  52  inches  long,  the  lower  end  of  the  loop  being 
3  inches  from  the  ilio-caecal  valve.    Bowel  quite  black,  and  contained  fluid  blood. 

Chronic  intestinal  obstruction. — Females  6.     C.  2,  R.  1,  D.  3. 

1.  Female,  set.  53,  widow,  8  children.  No  family  history  of  cancer.  Tenesmus 
for  3  to  4  years.  Passes  mucus  and  sometimes  blood  per  rectmn.  Three  weeks 
ago  attack  of  sickness  and  pain.  On  examination  hard  ring-like  mass,  high  up, 
almost  completely  surrounding  rectum.  No  ulceration.  Mass  diminished  with 
rest  in  bed.     Discharged  relieved  in  22  days. 
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2.  Female,  ret.  61,  widow.  Has  been  an  out-patient  for  11  weeks  with  cancer 
of  uterus.  Partial  obstruction  4  weeks,  complete  1  week.  On  examination  mass 
of  new  growth  involving  cervix  uteri  and  posterior  vaginal  wall,  pressing  on 
rectum,  but  no  ulceration  of  rectum  felt.  Abdomen  greatly  distended.  Coils  of 
intestine  seen  through  abdominal  wall.  Left  lumbar  colotomy  on  day  of  admission, 
bowel  sutured  to  skin  and  opened  at  once.  General  condition  rapidly  improved. 
Colotomy  wound  slightly  enlarged  26  days  later.  Left  hospital  cured  42  days 
after  operation. 

3.  Female,  aat.  79,  single  (transferred  from  Medical  Ward).  No  family  history 
of  cancer.  Increasing  difficulty  of  defiEcation  for  several  weeks,  relieved  by 
enemata.  Complete  obstruction  2  days,  with  vomiting.  On  examination  abdo- 
men distended  considerably.  Coils  can  be  mapped  out  on  abdominal  wall. 
Nothing  abnormal  per  rectum.  First  stage  of  left  lumbar  colotomy  day  of 
transfer.  Bowel  gave  way  at  site  of  one  of  stitches  on  2nd  day;  this  opening 
was  enlarged.  Colotomy  wound  enlarged  56  days  later.  Discharged  cured  with 
colotomy  plug  in  G9  days. 

Fatal  cases. 

1.  Female,  set.  52  (transferred  from  Medical  Ward).  One  sister  died  from 
cancer,  previously  having  had  colotomy  performed.  Patient  has  noticed  motions 
getting  smaller  for  2  months.  Abdominal  pain  1  week,  and  sickness  2  or  3  days. 
On  admission  emaciated  woman.  Much  distended  abdomen,  distended  coils  mapped 
out  on  abdominal  wall.  Nothing  abnormal  per  rectum.  Left  lumbar  colotomy  per- 
formed day  of  transfer.  Colon  opened  at  once,  large  quantity  of  fluid  faeces  and 
flatus  escaping.  Condition  did  not  materially  alter  after  the  operation,  and 
patient  died  on  2nd  day  from  exhaustion.  P.M. — 7i  inches  from  anus  was  a 
deep,  annular  ulcer  of  rectum,  edges  formed  of  new  growth,  which  infiltrated 
walls  of  bowel ;  gut  moderately  narrowed  only,  at  that  spot.  Congestion  and 
cedema  of  lower  lobes  of  both  lungs,  with  pneumonic  consolidation  of  posterior 
border  of  right  lower  lobe. 

2.  Female,  set.  37  (transferred  from  Gynaecological  Ward).  Family  history  of 
cancer.  Colicky  abdominal  pains  2  years,  and  traces  of  blood  with  motions. 
Worse  since  last  confinement,  11  months  ago.  Was  in  Medical  Ward  2  months 
ago  for  14  days,  with  obstruction.  Admitted  to  Gynaecological  Ward  supposed  to 
have  some  pelvic  tumour,  but  nothing  definite  found,  and  symptoms  of  obstruc- 
tion increased.  Exploration  determined  upon,  but  patient  suddenly  became 
collapsed,  and  did  not  rally  sufficiently  to  allow  of  exploration  ;  died  4  hours 
after  transfer.  P.M. — Colon  much  distended.  Small  intestine  collapsed.  Lower 
part  of  sigmoid  flexure  adherent  to  back  of  uterus  and  vagina.  Sharp  kink  in 
bowel.  Wall  of  bowel  at  adherent  spot  much  thickened,  and  showed  on  its 
interior  a  typical  malignant  ulcer  encircling  the  bowel,  and  a  small  ulcerated 
opening  into  the  roof  of  vagina.  No  faeces  in  vagina.  Secondary  growths  in 
liver. 

3.  Female,  ajt  43  (transferred  from  Medical  Ward).  Operation  for  cancer  of 
uterus  18  months  ago.  Gradually  increasing  obstruction  for  2  or  3  months, 
total  for  9  days.  Vomiting  several  times  daily  for  7  weeks.  On  examination  a 
mass  of  new  growth  felt  in  vaginal  roof,  also  involving  rectum.  Day  after 
transfer  incision  in  left  inguinal  region.  Small  intestine  found  distended,  and 
large  collapsed.     Coils  of  small  intestine  adherent  to  mass  in  pelvis.     One  coil 
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drawn  out,  sutured  to  wound,  and  then  opened,  allowing  escape  of  fluid  faeces. 
Symptoms  relieved,  but  patient  died  from  exhaustion  7  days  later.  No  post 
mortem. 

Ferforation  of  vermiform  appendix. — Male,  set.  9.  Right  inguinal  hernia  2 
years.  Abdominal  pain,  constipation,  and  vomiting  3  days.  Attempt  made  by 
doctor  on  day  of  admission  to  reduce  the  hernia  under  anaesthetic.  On  examina- 
tion small  tense  swelling  in  situation  of  right  inguinal  ring.  Abdomen  tense 
and  tender.  General  condition  bad.  Incision  over  swelling,  sac  opened  and 
found  to  contain  fffical-smelling  pus;  finger  passed  into  abdominal  cavitj'. 
Median  abdominal  incision,  below  umbilicus.  General  suppurative  peritonitis. 
Vermiform  appendix  felt,  but  transverse  incision  through  right  rectus  muscle 
made  to  expose  it  thoroughly,  when  it  was  found  to  be  size  of  5th  finger  and  to 
contain  a  concretion ;  ligatured  as  low  do^ai  as  possible  and  cut  off,  a  second 
ligature  applied  to  stump.  Peritoneum  washed  out  with  boracic  solution.  A 
large  glass  drainage-tube  put  in  abdominal  wound,  and  a  rubber  one  in  the  sac, 
in  inguinal  region.  Rallied  well  after  operation,  and  continued  to  improve  for 
24  hours,  when  discharge  from  wounds  became  off'ensive,  and  patient  vomited 
frequently  up  till  death  on  3rd  day.  P.M.— General  suppurative  peritonitis. 
Ligature,  about  \  inch  from  cut  end  of  vermiform  process,  had  cut  through, 
allowing  escape  of  fajcal  matter  into  peritoneum.  End  of  vermiform  (stump) 
gangrenous. 

Artificial  anus. — Male,  ajt.  36.  Excision  of  caecum  for  chronic  intussusception 
and  malignant  growth  2  months  ago.  Artificial  anus  formed,  as  patient  was  too 
bad  for  longer  operation.  Transferred  to  Surgical  Ward  for  closure  of  artificial 
anus.  Ends  of  gut  dissected  free,  and  circular  enterorrhaphy  performed  with 
Senn's  rubber  ring.  Faecal  fistula  resulted  on  7th  day.  Plastic  operation  to 
close  fistula  47  days  later  was  successful,  and  patient  left  hospital  cured  49  days 
after  plastic  operation. 

Ulcerative  colitis. — Male,  aet.  G6  (transferred  from  Ophthalmic  Ward,  where  he 
was  a  patient  for  cataract).  Haemorrhage  from  rectum  1  month  ago,  and  not 
again  till  day  of  transfer,  when  he  had  a  sudden  severe  attack.  Tenderness 
in  right  iliac  fossa.  Nothing  abnormal  detected  per  rectum.  First  stage  of  left 
inguinal  colotomy  performed,  a  thin  area  of  sigmoid,  probably  the  base  of  an 
ulcer,  fixed  in  the  wound  by  glass  rod  passed  through  mesosigmoid.  Gut 
gave  way  on  5th  day,  discharging  some  offensive  pus.  Died  suddenly  same 
day  ;  no  more  haemorrhage.  P.M. — General,  slight,  early  peritonitis.  A  few 
shallow,  circular  ulcers  in  caecum,  ascending  and  transverse  colon,  these  portions 
of  the  large  intestine  being  distended.  At  splenic  flexure  bowel  became 
suddenly  narrowed,  and  remained  so  to  anus.  Walls  of  this  portion  thickened. 
Extensive  ulceration  of  sigmoid,  producing  a  reticulated  appearance.  Largest 
ulcer  1  by  1^  inches,  at  point  where  sigmoid  had  opened.  Rectum  contracted 
but  healthy. 

Intra-'peritoneal  abscess. — Female,  set.  9  months.  Flexion  of  right  hip  6  days, 
some  swelling  over  joint.  Double  Thomas's  splint  applied.  Twenty-six  days 
later  a  discharge  of  pus  took  place  from  rectum,  and  5  days  afterwards  from 
umbilicus,  which  continued  up  till  death,  66  days  after  admission.  P.M. — No 
hip  disease.     Abscess  between  highest  part  of  bladder  and  sigmoid,  and  anterior 
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abdominal  wall ;  cavity  communicated  with   sinus  beneath  psoas  muscle.     No 
communication  traced  with  intestine.     No  disease  of  spine  or  pelvis. 
Fsecal  fistula.— Mides  1,  females  2.     C.  1,  U.  1,  D.  1. 

1.  Male,  ffit.  17.  Attack  of  "peritonitis"  12  months  ago,  resulting  in  an 
abscess,  which  burst  in  left  loin  and  discharged  ftecal  matter  3  weeks  later.  On 
examination  sinus  situated  just  above  centre  of  left  iliac  crest.  Explored,  and 
found  to  communicate  with  colon  by  an  opening  large  enough  to  admit  one  finger. 
Wound  washed  out  and  closed,  but  broke  down  again.  Left  hospital  in  45  days, 
condition  unchanged. 

2.  Female,  at.  49.  Faecal  fistula  in  right  femoral  region  on  and  off"  for  17 
years,  result  of  a  hernia.  Treated  with  cautery.  On  discharge,  221  days  after 
admission,  fistula  closed. 

Fatal  case. — Female,  set.  22.  Admitted  with  faical  fistulse  in  right  buttock 
and  sacral  region,  the  result  of  abscesses.  Probe  passed  towards  rectum.  Finger 
in  rectum  detected  a  large  hole  in  its  right  wall.  Left  lumbar  colotomy  performed 
12  days  after  admission,  and  bowel  opened  7  days  later.  Gradually  sank,  and 
died  54  days  after  admission.  P.M. — Pelvic  organs  bound  together  by  mass  of 
inflammatory  tissue.     Extensive  disease  of  pelvic  surface  of  right  ileum. 

GENITO-URINARY  SYSTEM. 

Gonorrhoea.— Females  19.  C.  19.  Warts  in  3 ;  bubo  in  1 ;  labial  abscess  in  1 ; 
chancres  in  2. 

Chancres.— Males  7,  females  9.  C.  16.  Sloughing  in  4;  phimosis  4;  vaginal 
discharge  in  8 ;  warts  1 ;  effusion  into  knee  and  shoulder  1.  Treatment :  Circum- 
cision 4 ;  prepuce  slit  up  in  2 ;  scraping  2 ;  nitric  acid  applied  in  2. 

Stricture. — Males  27.  C.  22,  R.  4,  D.  1.  History  of  gonorrhosa  in  23,  denied 
ill  3;  traumatic  1.  Situation  ;  at  or  near  bulb  in  8;  in  penile  portion  in  7j 
in  membranous  portion  in  2.  Cystitis  in  5 ;  perineal  abscess  in  2 ;  enlarged 
prostate  in  1 ;  epididymitis  in  2  ;  abscess  in  tunica  vaginalis  in  1.  Treatment : 
Continuous  catheterisation  in  17 ;  interrupted  catheterisation  in  2 ;  internal 
urethrotomy  in  1 ;  external  urethrotomy  in  1.     Cock's  puncture  in  3. 

Fatal  case. — Male,  set.  31.  No  history  of  gonorrhoea  or  trauma.  Symptoms 
of  stricture  6  months,  with  passage  of  a  little  blood  before  micturition.  Stricture 
5^  inches  from  meatus  ;  no  instrument  could  be  passed.  Urine  normal.  Attack 
of  retention  for  12  hours,  9  days  after  admission;  stricture  still  impassable. 
Cock's  puncture  18  days  after  admission,  tube  tied  in  bladder.  Next  day  rigor 
and  temperature  102°.  Hypogastric  pain.  Urine  passed  chiefly  by  side  of  tube. 
Two  days  later  abdomen  became  tense  and  tender.  Frequent  vomiting.  Incision 
made  above  pubes,  setting  free  gas  and  urine.  Tube  inserted.  Patient  gradually 
sank.  Temperature  subnormal  for  last  24  hours.  P.M.— Fibrous  annular  stric- 
ture 5i  inches  from  meatus.  Bladder  much  thickened,  and  slightly  fasciculated 
on  inner  surface.  Membranous  urethra  opened  in  mid-line.  Extravasation 
between  bladder  and  pubes  through  opening  in  upper  wall  of  membranous 
urethra.  Slight  pelvic  peritonitis.  General  oedema  of  both  lungs,  with  congestion 
of  their  bases.  Two  ounces  of  serum  in  each  pleura.  Old  adhesions  binding 
down  vertebral  border  of  each  lung. 
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Retention. — Males  21.  C.  14,  R.  G,  D.  1,  Sixteen  clue  to  stricture  of  urethra. 
Eleven  treated  by  catheterisation  (in  4  of  which  the  catheter  was  tied  in) ;  2 
relieved  by  hot  bath,  and  refused  further  treatment ;  in  1  Cock's  puncture,  with 
division  of  the  stricture  from  behind  forwards.  Internal  urethrotomy  6  weeks 
later  for  a  second  stricture  of  the  penile  urethra.  This  case  had  previously  had 
perinical  puncture  performed  4  years  ago  for  (?)  extravasation  of  urine.  In  1 
bladder  aspirated  above  pubes,  followed  later  by  catheterisation.  In  1  external 
urethrotomy  for  impassable  stricture,  retention  being  relieved  for  3  weeks  by 
hot  baths,  and  no  instrument  could  be  passed.  Rigors  after  catheterisation  in  4 
cases ;  cystitis  in  2 ;  meatus  enlarged  in  2.  Three  due  to  enlarged  prostate ; 
cystitis  in  1 ;  all  relieved  by  catheter.  One  due  to  prostatic  abscess ;  relieved  by 
catheter,  passage  of  which  was  followed  by  discharge  of  pus  from  urethra.  One 
due  to  gonorrhoja  ;  relieved  by  catheter. 

Fatal  case. — Male,  set.  34.  Gonorrhoea  10  years  ago.  Symptoms  of  stricture 
3  years;  retention  15  hours.  On  admission  bladder  distended  to  within  Ij  inches 
of  umbilicus.  Impassable  stricture  at  bulb.  Hot  baths  relieved  the  retention. 
Three  days  after  admission  stricture  dilated  up  to  No.  10  silver,  which  was  tied 
in  for  2  days.  On  5th  day  rigors,  vomiting,  and  temperature  104",  followed  by 
abdominal  pain  and  rigidity.  On  7th  day  emphysematous  swelling  appeared, 
occupying  whole  of  right  buttock  and  outer  side  of  thigh.  Much  pain.  Dry 
tongue,  and  rapid,  feeble  pulse.  Gradually  sank.  P.M. — Stricture  5  inches  from 
meatus.  False  passage,  apparently  of  old  standing,  commencing  at  level  of 
stricture  and  runniag  in  roof  and  to  right  side  of  urethra  for  about  2  inches, 
opening  into  membranous  urethra.  Small  false  passage  in  floor  of  urethra  1 
inch  behind  stricture.  Bladder  hypertrophied,  and  showed  signs  of  old  cystitis. 
Spleen  enlarged.  Much  effused  black  blood  in  muscles  of  right  buttock  and 
upper  part  of  thigh  ;  origin  not  obvious.     No  connection  traced  with  urethra. 

Extravasation. — Males  5,  C.  1,  D.  4. 

Male,  ast.  44.  Symptoms  of  stricture  4  years.  Metal  instruments  passed  at 
another  hospital  2  days  before  admission  ;  caused  much  bleeding.  Swelling  in 
perinseum  noted  same  night.  On  admission  bladder  distended  up  to  umbilicus. 
Tense  swelling  in  perinajum,  extending  forwards  to  scrotum,  which  is  very 
ojdematous,  and  apparently  infiltrated  with  urine.  Catheter  passed  into  recent 
false  passage,  causing  free  hjemorrhage.  Median  perinseal  incision,  setting  free 
urine,  and  incisions  also  in  each  half  of  scrotum.  Catheter  passed  down  urethra 
appeared  in  wound,  end  guided  into  urethra  again,  and  passed  on  into  bladder 
and  tied  in.     Incisions  rapidly  healed.     Discharged  cured  in  17  days.     No  fistula. 

Fatal  cases. 

1.  Male,  set.  49.  Operated  upon  here  for  extravasation  of  urine  5  years  ago. 
On  examination  scrotum  partly  bifid,  scars  on  lower  abdomen  and  in  perinteum. 
One  scrotal  and  several  perinseal  fistula3,  through  which  urine  is  escaping;  much 
brawny  swelling,  sloughs  appearing  at  orifices  of  fistulse.  Day  after  admission 
perinseal  section,  division  of  stricture,  and  catheter  tied  into  bladder.  Gradually 
sank  from  exhaustion.  P.M. — Bladder  thickened,  dilated,  and  fixsciculated. 
Recent  cystitis.  Chronic  interstitial  nephritis  of  both  kidneys,  with  abscesses  in 
tTie  left.     Recent  haemorrhage  in  base  of  right  lung. 

2.  Male,  set.  62.     Symptoms  of  stricture  (gonorrhceal)  for  32  years  ;  perinseal 
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abscess  30  years  ago.  Admitted  with  complete  retention  for  3  days,  shivering 
fits  the  same  time.  On  examination  bladder  distended  nearly  up  to  umbilicus, 
PerinsBum  brawny  and  scrotum  sloughing.  Cock's  puncture  and  scrotal  incisions. 
Never  rallied,  and  died  on  7th  day.  P.M. — Sloughing  of  membranous  and  pos- 
terior part  of  spongy  urethra.  Soft  parts  about  neck  of  bladder  infiltrated  with 
offensive  pus.  Interior  of  bladder  lined  with  a  diphtheritic  raembraue,  beneath 
which  was  intense  congestion  of  bladder  wall. 

3.  Male,  ajt.  48.  Gonorrhoea  15  years  ago.  Never  any  symptoms  of  stricture. 
Scrotal  swelling  first  noted  2  days  before  admission,  while  in  bed  suffering  from 
"  influenza."  This  burst,  and  urine  escaped  by  the  fistula  thus  formed.  On 
examination  perinajal  swelling  with  sloughy-looking  sinus,  discharging  foul  pus 
and  urine.  Scrotum  greatly  enlarged  and  boggy,  gangrenous  in  places.  No.  5 
silver  catheter  passed  into  bladder.  Perinseal  and  scrotal  incisions.  Catheter 
tied  in.  Abscess  formed,  and  was  opened  above  pubes.  Gradually  sank,  and  died 
on  7th  day.  P.M. — Bladder  hypertrophied  and  intensely  congested  in  patches. 
Prostate  enlarged.  Tight  stricture  at  bulb,  behind  which  was  a  sloughy  cavity 
communicating  with  the  urethra.  Scrotum  sloughing.  Extensive  pleuritic  adhe- 
sions.    Lungs  congested.     Patch  of  pneumonia  at  left  base.     Atheroma  of  aorta. 

4.  Male,  set.  41.  Symptoms  of  stricture  (gonorrhoeal)  some  years.  Sudden 
pain  in  perinseum  while  straining  during  micturition  7  days  ago,  followed  by 
swelling.  On  admission  tense  swelling  in  perinseum  and  redness  and  swelling  of 
scrotum.  No.  4  soft  catheter  passed  into  bladder.  Perinseal  incision  ;  stricture 
dilated  with  Holt's  instrument  and  No.  12  silver  catheter  tied  into  bladder. 
Scrotum  incised  2  days  later  for  increasing  swelling.  Much  sloughing  of  scrotum 
and  in  perinseum,  rigors,  and  temperature  of  105"^.  Abdomen  became  distended 
and  patient  unconscious ;  died  on  9th  day.  P.M. — Hypogastric  region  infiltrated 
with  pus.  Bladder  hypertrophied  j  polypoid  outgrowths  of  mucous  membrane, 
covered  with  phosphates.  Kidneys  normal.  Lungs :  Areaj  of  grey  consolidation 
in  both  upper  lobes.  Small  cavity  in  right  apex  and  small  recent  abscess 
(?  pyaemic)  in  base  of  left,  abutting  on  surface. 

Perineal  abscess. — Males  7.  C.  6,  R.  1.  Sequence  of  gonorrhoea  in  2 ;  of 
gleet  in  1 ;  of  strictm'e  in  2 ;  probable  connection  with  prostate  in  2.  All 
incised ;  1  communicated  with  urethra,  and  catheter  was  tied  in.  Fistula  remained 
on  discharge  in  1  case,  probably  connected  with  the  prostate. 

Fistuls. 

(a)  Urinary. — Males  6.  C.  2,  R.  3,  U.  1.  Gonorrhoea,  followed  by  stricture 
and  abscess,  in  5.  Treatment:  Fistulae  laid  open  and  scraped  in  2;  external 
urethrotomy  in  1  j  Syme's  operation  in  1 ;  2  refused  operation.  Fistula;  healed 
on  discharge  in  2  j  not  quite  healed  2, 

{b)  Recto-vesico-vaffinal. — Female,  set.  24.  Operation  for  vesical  calculus  18 
years  ago,  resulted  in  vesico-vaginal  fistula ;  wore  instrument  for  this,  which 
caused  ulceration  into  rectum.  Left  inguinal  colotomy  performed  1  year  ago. 
Left  hospital  at  own  request. 

(c)  Recto-vaginal. — Female,  set.  11  months.  Congenital.  Too  young  for 
operation. 

(d)  Vesico-vaginal. — Female,  set.  18.  Caused  by  ulceration  of  foreign  body 
introduced  into  urethra  (hair-pin)  about  12  months  ago.     On  examination  small 
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fistula  about  i  inch  in  diameter.     Edges  pared  and  united  with  silkworm  gut. 
Healed  by  first  intention. 

(e)  Eecto-urethral. — Male,  set.-  50.  Perinseal  abscess  opened  10  years  ago, 
probably  communicated  with  prostate.  Fistula  remained.  On  admission  fistula 
opening  just  inside  anus,  on  anterior  wall,  communicating  with  membranous 
urethra.  Supra-pubic  cystotomy  and  drainage  of  bladder;  14  days  later  edges 
of  fistula  pared  and  united  with  silkworm-gut  sutures,  the  rectum  having  been 
divided  back  to  coccyx  in  order  to  give  more  room  to  expose  fistula.  Little  or  no 
union  resulted.  Second  operation  28  days  later  and  similar  to  the  first,  except 
that  the  edges  of  the  fistula  were  brought  together  so  as  to  form  a  horizontal  line 
in  the  rectum,  instead  of  a  vertical  one,  as  on  the  first  occasion.  On  discharge 
fistula  about  half  original  size. 

Ctfstitis. — Males  4,  females  1.  C.  4,  R.  1.  One  readmission.  One  associated 
with  gonorrha-al  epididymitis ;  bladder  washed  out.  One  (?  cause)  in  old  man 
with  enlarged  prostate ;  catheter  used.  One  probably  due  to  tuberculous  ulcera- 
tion of  bladder,  which  was  washed  out.  Readmitted  with  cystitis  worse.  Supra- 
pubic cystotomy  and  drainage  of  bladder ;  rectal  bag  used  and  bladder  injected 
with  6  to  8  oz.  of  fluid,  but  did  not  rise  above  pubes.  On  opening  bladder  a  rent 
felt  with  finger  on  left  side,  low  down,  through  which  fluid  had  apparently  passed 
into  pelvic  cellular  tissue.  Not  a  bad  symptom,  patient  being  kept  on  right  side 
in  bed.  Erysipelas  started  from  abdominal  wound  33  days  after  opui'ationj 
cystitis  very  much  improved,  apparently  by  erysipelas,  urine  being  almost  normal 
after  the  attack.  Supra-pubic  tube  left  out  on  60th  day;  wound  closed  in  24 
hours.     Cystitis  cured,  and  frequency  of  micturition  diminished. 

One  case  in  female  with  frequent  micturition  and  very  offensive  urine  12 
months.     Tumour  also  in  region  of  right  kidney.     Refused  treatment. 

Hydrocele. — Males  13.  C.  12,  R.  1.  Two  encysted  of  cord;  11  of  tunica 
vaginalis. 

1.  Male,  set.  18. — Three  thick-walled  cysts  of  cord  and  small  hydrocele  of 
tunica  vaginalis.  No  communication  between  cysts  and  the  latter  or  abdominal 
cavity.  Cysts  dissected  out,  except  small  portion  adherent  to  cord.  Healed  by 
first  intention. 

2.  Male,  set.  21.  Single  cyst  size  of  egg;  oblique  inguinal  hernia  above;  no 
communication  between  them.  Cyst  dissected  out  and  radical  cure  of  hernia 
performed.     (See  Special  Table). 

Of  the  11  cases  of  tunica  vaginalis  1  was  double.  Funicular  process  patent  in 
1,  but  no  communication  with  abdominal  cavity.  Spontaneous  hsemorrhage  into 
sac  in  1.  Treatment:  Incision  and  suture  of  edges  of  sac  to  skin  in  3;  in  2  of 
these  a  drainage-tube  was  used  and  wound  closed.  In  one  (double)  wounds  left 
open  and  sacs  packed  with  cyanide  gauze.  Epididymitis  followed  in  2,  and  1 
suppurated.  Small  superficial  wounds  still  to  heal  in  all  when  discharged. 
Excision  of  greater  part  of  sac  in  5,  in  4  of  which  wound  was  closed  by  continuous 
siiture;  slight  suppuration  in  3;  sloughing  of  remaining  portion  of  sac  in  1. 
Injection  of  carbolic  acid  and  glycerine  in  3 ;  10,  15,  and  30  minims  respectively 
of  pure  acid  being  used.  Some  epididymitis  and  orchitis  followed  in  each  case, 
Inffammatory  effusion  removed  by  tapping  several  days  after  injections.  On 
discharge  slight  effusion  in  2 ;  none  in  1. 
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Spermatocele. — Males  2 ;  both  connected  with  globus  major.  Several  previous 
tai^pings  in  each.  Sac  incised,  greater  portion  removed,  and  edges  of  remainder 
sutured  to  skin  in  each  case.     Left  hospital  cured  in  1.3  and  29  days  respectively. 

Varicocele. — Males  35.  C.  32,  U.  8.  All  on  left  side.  Twenty-one  had  been 
rejected  for  one  of  the  public  services.  Treatment :  Excision  betwen  2  ligatures 
in  31  cases  (1  double) ;  drainage-tube  used  in  3 ;  suppuration  followed  in  5 ; 
epididymitis  in  2 ;  subcutaneous  ligature  in  1 ;  cyst  of  epididymis  also  removed 
in  1.     Two  refused  operation ;  1  unsuitable  for  operation. 

Orchitis, 

(a)  Syphilitic. — Males  4.  C.  4.  One  double.  Hydrocele  in  3 ;  testicular 
sensation  absent  in  2,  much  diminished  in  2;  breaking-down  gumma  in  2;  oblique 
inguinal  hernia  same  side  in  1.  Treatment:  Potassium  iodide,  3  testicles  much 
diminished  in  size  j  hydrocele  tapped  in  3;  castration  and  radical  cure  of  hernia 
in  1. 

(b)  Tuberculoiis. — Males  7.  C.  4,  R.  2,  D.  1.  One  readmission.  Family 
history  of  "  consumption  "  in  1;  winter  cough  in  1 ;  slight  hydrocele  in  3;  vas 
deferens  thickened  in  6 ;  sinus  in  3 ;  abscess  in  1 ;  hernia  testis  in  1,  the  result 
of  incision  for  abscess  on  previous  admission.  Treatment:  Castration  in  5;  no 
operation  in  1,  which  improved  under  potassium  iodide. 

Fatal  case, — Male,  jet.  1.  Abscess  of  epididymis  opened  2  months  ago. 
Readmitted  with  hernia  testis,  nodular  epididymis,  and  thickened  vas  deferens. 
Castration.  Wound  healed,  but  scar  broke  down  afterwards  and  wound  suppu- 
rated. Child  became  very  restless,  gradually  wasted.  Vomiting,  paralysis  of 
left  extei'ual  rectus,  and  retraction  of  neck  a  few  days  before  death.  Many 
epileptiform  convulsions  day  of  death.  No  optic  neuritis.  P.M. — Tuberculous 
meningitis.  Grey  tubercle  scattered  in  lungs.  Yellow  tubercle  in  spleen,  and 
calyx  of  right  kidney  and  mesenteric  glands. 

Calculus, 

(a)  Impacted  urethral, — Males  3.  C.  3  (ages  3, 9,  and  11  years).  All  admitted 
with  distended  bladder.  In  1  symptoms  of  vesical  calculus  for  6  months.  In 
another  a  calculus  had  been  previously  passed.  Treatment :  One  situated  just 
behind  fossa  navicularis,  removed  with  forceps  under  chloroform.  One  removed 
by  perineal  incision,  wound  left  open,  completely  healed  in  34  days.  External 
urethrotomy  in  1  j  no  catheter  could,  however,  be  passed  after  removal  of  stone, 
so  bladder  was  drained  by  a  second  incision  in  the  perinajum,  the  anterior 
(urethral  wound)  being  sutured,  but  had  to  be  opened  up  later  for  swelling. 
Both  wounds  healed  by  granulation.     Left  hospital  well  in  33  days. 

(S)  Vesical. — Males  6.  C.  3,  D.  3.  Nephrectomy  in  2  j  nephro-lithotomy  in 
3  (1  fatal  from  shock). 

1.  Male,  set.  4.  Symptoms  3  weeks.  Stone  about  ^  inch  in  diameter.  Cir- 
cumcised, and  meatus  enlarged.  Lithotrity  twice,  bladder  previously  partly 
distended  with  fluid.  Debris  weighed  about  8  grains,  chiefly  oxalate.  Left 
hospital  cured  in  88  days. 

2.  Male,  set.  66.  Symptoms  of  renal  colic,  with  passage  of  calculi  per 
urethram  frequently  for  15  years.  Symptoms  of  vesical  calculus  2  months. 
Stone  I  inch  in  diameter.  Lithotrity,  debris  60  grains.  Left  hospital  cured  7 
days  after  operation. 
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3.  Male,  aet.  10.     Symptoms  for  18  months.     Lateral  lithotomy  with  straight 
staff.     Oxalate  stone.     Wound  healed  in  20  days. 
Fatal  cases. 

1.  Male,  ast.  29.  Symptoms  9  years.  Stone  about  ^  inch  in  diameter. 
Lithotrity,  no  fluid  previously  injected  into  bladder.  Small  piece  of  bladder  wall 
found  in  blades  of  lithotrite,  with  fragments  of  stone.  Next  day  signs  of  peri- 
tonitis. Abdominal  section  ;  gas  escaped  from  subperitoneal  tissue,  which  was 
sodden  with  fluid.  A  little  serous  fluid  in  peritoneum.  Thin,  puckered,  red 
patch  size  of  shilling  seen  on  posterior  bladder  wall.  Peritoneum  irrigated  with 
boracic  lotion  and  glass  drainage-tube  inserted.  Condition  improved  slightly  for 
next  few  days ;  bladder  washed  out  frequently.  Urine  became  offensive  6  days 
after  operation.  Died  on  10th  day.  P.M. — No  general  peritonitis.  Intestines 
adherent  to  bladder.  Connective  tissue  round  bladder  sloughing  and  infiltrated 
with  pus,  extending  beneath  peritoneum  on  left  side  as  hi?h  as  kidney.  Vertical 
hole,  with  sloughy  edges,  about  middle  of  posterior  wall  of  bladder,  extending  into 
the  tissue  of  the  viscus,  Uut  not  reaching  peritoneum.  Patches  of  broncho- 
pneumonia in  lungs. 

2.  Male,  set.  48.  Stricture  at  bulb,  and  enlarged  prostate.  Symptoms  6 
months.  Examined  under  anaesthetic  3  days  after  admission,  and  large  stone 
discovered  in  bladder.  Four  days  later  patient  died,  in  early  stage  of  chloroform 
administration  for  operation.  Ceased  to  breathe  after  a  few  respirations;  arti- 
ficial respiration  for  half  an  hour.  P.M. — Extensive  atheroma  and  dilatation  of 
aorta.  Lungs  black  from  congestion  and  saturated  with  fluid.  Nephritis. 
Bladder  hypertrophied  and  dilated     oval  stone,  weighing  1|  ounces. 

3.  Male,  set.  73.  Enlarged  prostate,  for  which  he  has  used  catheter  regularly 
for  years.  Symptoms  of  stone  6  months.  Some  cystitis  ;  a  good  deal  of  ha3ma- 
turia.  Supra-pubic  lithotomy.  Rectal  bag  used,  and  6  ounces  of  fluid  injected 
into  bladder.  Stone  smooth  and  oval,  5  by  |  inch.  Edges  of  bladder  sutured  to 
skin  on  each  side,  and  tube  introduced  into  bladder.  Considerable  haemorrhage 
from  abdominal  wound  on  2nd  day,  which  recurred  several  times  before  death 
on  6th  day.  Hiccough  and  vomiting  last  few  days.  P.M. — Subperitoneal 
haemorrhage  over  lower  part  of  abdominal  wall.  Bladder  hypertrophied  and 
dilated,  showing  signs  of  cystitis.  Multiple  adenomata  of  lateral  lobes  of 
prostate. 

(c)  Renal.— Males  1,  females  4.     C.  4,  D.  1. 

1.  Male,  ist.  34  (transferred  from  Medical  Ward).  Attacks  of  pain  in  left  loin, 
accompanied  by  hsematuria  and  sometimes  vomiting,  at  intervals  of  about  3 
mouths  for  last  5  years.  On  examination  tenderness  over  left  kidney,  no  tumour. 
Urine  acid,  trace  of  albumen,  blood-cells,  oxalate,  and  uric  acid  crystals.  Incision 
in  left  semilunar  line,  and  stone  felt  in  pelvis  of  kidney  by  hand  in  abdominal 
cavity.  Lumbar  incision  then  made,  kidney  being  fixed  by  hand  in  abdomen  ; 
pelvis  of  kidney  opened  with  point  of  director,  and  cylindrical  stone,  about  1  inch 
long  and  ^  inch  in  diameter,  removed  with  forceps.  Kidney  small.  Abdominal 
wound  sutured  with  silkworm  gut.  Drainage-tube  put  in  lumbar  incision,  which 
was  also  sutured.  First  dressing  soaked  with  clear  fluid,  after  which  there  was 
no  further  discharge  from  the  lumbar  wound,  which  healed  rapidly.  Tube 
removed  on  11th  day.  Blood  in  urine  for  2  or  3  days  after  operation.  Left  hos- 
pital cured  in  21  days ;  small  sinus  in  left  loin. 
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2.  Female,  xt.  40.  Paroxysmal  pains  in  right  loin  20  years.  Gravel  and 
blood  in  urine  9  years  ago,  which  disappeared  1  year  later,  when  tumour  first 
appeared  in  right  loin.  Frequency  of  micturition  18  months.  On  admission 
movable,  lobulated,  cystic  tumour  slightly  bulging  in  right  loin,  and  extending 
just  to  left  of  umbilicus.  Upper  limit  1  inch  below  ribs,  lower  limit  at  level  of 
anterior  superior  spine.  Nephrectomy  7  days  after  admission.  Incision  in  right 
semilunar  line,  enlarged  by  another  one  through  the  right  rectus  muscle.  Ureter 
and  vessels  tied  separately,  and  the  former  brought  out  through  an  opening  made 
in  the  loin,  and  fixed  there.  Glass  drainage-tube  for  24  hours;  cyanide  and 
mercurial  dressings.  Tumour  composed  of  many  cysts,  each  containing  calculi 
(museum).  Ureter  sloughed,  causing  local  suppuration  and  cellulitis,  otherwise 
progress  very  satisfactory.  Wound  healed  by  first  intention.  Left  hospital  in 
55  days  after  operation.  Scar  firm,  and  no  tendency  to  hernia ;  passing  from 
30  to  40  ounces  of  urine  in  24  hours. 

3.  Female,  set.  22  (transferred  from  Medical  Ward).  Pain  in  right  loin  and 
sediment  in  urine  for  2  years.  Tumour  noted  3  months.  On  examination 
fiuctuating  swelling  in  right  loin  about  twice  size  of  normal  kidney.  Nephrec- 
tomy 3  days  after  transfer.  Lumbar  incision,  enlarged  at  anterior  extremity  by 
vertical  incision  towards  iliac  crest.  Vessels  and  ureter  all  ligatured  together. 
Cystic  kidney,  filled  with  pus  and  calculi,  one  calculus  completely  blocking  the 
ureter  for  J  inch.  Drainage-tube  used,  and  an  iodoform  gauze  plug  to  stop 
oozing ;  plug  removed  in  24  hours.  Slight  suppuration.  Left  hospital  cured 
77  days  after  operation.     Small  sinus  in  loin. 

4.  Female,  ffit.  41.  Pain  in  right  loin  18  months,  accompanied  by  vomiting 
and  increased  frequency  of  micturition ;  attacks  last  several  hours.  "  Blood  " 
noted  in  urine  on  two  occasions  only.  Nothing  abnormal  detected  in  loin. 
Nephro-lithotomy  10  days  after  admission.  Lumbar  incision,  calculus  felt  in 
pelvis  of  kidney ;  incision  about  f  inch  made  in  pelvis,  and  uric  acid  stone  size  of 
an  almond  removed  with  forceps.  Drainage-tube  used ;  wound  sutured,  and 
dressed  with  iodoform.  Urine  blood  stained  for  a  few  days;  little,  if  any, 
escaped  by  lumbar  incision,  which  had  completely  healed  in  29  days.  Left  hos- 
pital cured  32  days  after  the  operation. 

Fatal  case. — Female,  at.  66  (transferred  from  Medical  Ward).  Attacks  of 
pain  in  right  loin,  followed  by  hematuria,  off  and  on  for  3  years.  On  admission 
hard  irregular  mass  in  region  of  right  kidney.  Urine  offensive,  and  contained 
pus  and  blood-clots.  General  condition  feeble,  but  improved  slightly.  Nephro- 
lithotomy 32  days  after  transfer.  Lumbar  incision  ;  kidney  substance  incised, 
and  two  large  calculi  removed,  one  in  two  portions.  Drainage-tube  inserted  into 
kidney  and  wound  sutured ;  cyanide  dressings.  Patient  did  not  recover  from 
shock  of  operation,  and  died  in  3  hours.  P.M. — Right  kidney  represented  by  an 
elongated  sac,  with  very  little  kidney  substance  left.  Left  kidney  in  an  advanced 
stage  of  interstitial  nephritis,  and  contained  a  large  calculus  in  its  upper  part. 
Liver  contained  a  cyst,  probably  hydatid. 

Si^droiiepkrosis.— Female,  aet.  32.  Pain  in  right  loin  9  months.  Gravel  4 
mouths.  On  examination  ill-defined  tumour  in  region  of  right  kidney,  which 
altered  considerably  in  size  during  stay  in  hospital.     Refused  exploration. 

Pyonephrosis. — Female,  a3t.  40.  Three  attacks  of  pain  shooting  down  right 
thigh,  and  accompanied  by  shivering  and  vomiting,  during  last  9  months.     In- 


1891— Surgical.  415 

creased  frequency  of  micturition,  with  yellow  matter  in  urine,  followed  the 
attacks.  On  admission,  tumour  size  of  cocoanut  in  region  of  right  kidney. 
Nephrotomy.  Lumbar  incision.  Kidney  enlarged  and  tense,  incised,  and  about 
10  ounces  of  healthy  pus  evacuated.  Calyces  dilated,  but  no  calculi  felt,  nor 
cheesy  matter.  Kidney  drained.  Discharged  90  days  after  operation.  Sinus  in 
right  loin,  through  which  several  ounces  of  urine  escape  during  24  hours. 
Patient  had  gained  flesh  very  considerably  since  the  operation. 

Tuberculous  kidney. — Males  3,  females  5.  C.  3,  R.  1,  U.  2,  D.  2.  Nephrectomy 
in  2.  Nephrotomy  1.  Exploration  1.  Refused  treatment  2.  Fatal  1.  No 
operation. 

1.  Female,  set.  21.  Nephrotomy  for  tuberculous  pyo- nephrosis,  left  kidney,  5 
years  ago,  and  again  1  year  ago,  the  kidney  being  excised  8  months  ago.  Re- 
admitted with  pain  in  right  loin,  tenderness,  and  vomiting.  No  tumour  de- 
tected, hut  right  side  of  abdomen  rigid,  and  great  tenderness  over  kidney  behind. 
Hypogastric  pain  on  micturition.  Small  amount  of  albumen  in  urine,  which  is 
acid ;  quantity  variable,  20  to  30  ounces  in  24  hours.  Nephrotomy.  Kidney 
appeared  to  be  almost  entirely  composed  of  caseating  material.  Wound  healed 
with  some  suppuration.  Discharged  108  days  after  operation," with  small  sinus 
in  right  loin.     Passing  30  to  40  ounces  of  urine  in  24  hours,  none  by  sinus. 

2.  Female,  set.  52.  Frequency  of  micturition  6  or  7  months,  with  yellow  sedi- 
ment in  urine.  Examined  under  anaesthetic,  and  some  enlargement  of  left 
kidney  made  out.  Urine  acid,  and  contained  pus.  Nephrotomy.  Lumbar  in- 
cision. Kidney  contained  a  small  amount  of  pus  and  caseous  material.  Tube 
introduced  into  kidney.  Urine  drained  away  by  wound.  Left  hospital  21  days 
after  operation,  with  sinus  in  left  loin,  discharging  small  quantity  of  urine. 
Frequency  of  micturition  much  diminished. 

3.  Female,  aet.  46.  Dark  sediment  in  urine  1  year  and  shooting  pains  in  left 
loin.  Tumour  noted  3  months.  On  admission  movable  tumour  in  left  side  of 
abdomen,  which  it  about  half  fills.  Nephrectomy.  Incision  in  semilunar  line 
enlarged  by  another  carried  backwards  through  muscles  of  left  loin.  Ureter 
and  renal  vessels  ligatured  separately.  Kidney  composed  of  dilated  calyces 
filled  with  cheesy  tuberculous  material.  Glass  drainage-tube  used  for  48  hours. 
Wound  healed  by  first  intention.     Left  hospital  cui-ed  30  days  after  operation. 

4.  Male,  aet.  26.  Pain  in  right  loin  5  years  .Attacks  of  haematuria  followed  in 
half  an  hour  by  pain,  for  last  year.  No  tumour  detected.  Kidney  exposed  by 
lumbar  incision,  and  explored  with  needle.  No  calculus  detected.  On  surface 
of  kidney  were  several  small  caseating  nodules,  size  of  a  pin's  head.  Symptoms 
slightly  relieved  by  operation. 

Fatal  cases. 

1.  Male,  aet.  22.  Symptoms  3^  years.  Supra-pubic  cystotomy  to  explore  bladder 
in  Winchester  Hospital,  which  patient  left  5  months  ago.  On  admission  much 
emaciation,  tumour  in  region  of  right  kidney.  Gradually  sank  and  died  in  24 
days.  P.M. — Right  perinephritic  abscess  and  advanced  tuberculous  kidney. 
Lardaceous  disease  of  left  kidney,  liver,  and  spleen.  Bladder  atrophied  and 
contracted,  showed  signs  of  cystitis. 

2.  Male,  aet.  43.  Symptoms  10  years,  worse  of  late.  Pain  iu  right  loin,  in- 
creased frequency  of  micturition,  haematuria,  and  offensive  urine.     On  admission 
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very  ansemic  and  short  of  breath.  Blood  in  urine  and  per  rectum.  Suppression 
of  urine  for  36  hours  before  death.  P.M. — Lungs  tuberculous.  Endocarditis, 
aortic  and  mitral.  Left  kidney  small,  and  composed  of  separate  cysts  filled  with 
cheesy  material ;  pelvis  obliterated ;  no  kidney  substance  left.  Right  kidney 
larger,  and  in  less  advanced  stage  of  disease  than  left.  Some  renal  tissue 
remaining. 

Perinephritic  abscess. — Males  1,  females  1.     R.  1,  D.  1. 

Female,  set,  49.  Increased  frequency  of  micturition  3  years.  Swelling  in 
right  loin  noted  1  month.  On  examination  fluctuating  tumour  in  right  lumbar 
region.  Aspirated,  and  about  40  ounces  of  thin  dark  fluid  removed.  Re-accu- 
mulated, and  was  incised  and  drained.  Left  hospital  with  sinus  discharging  a 
small  quantity  of  pus. 

Fatal  case. — Male,  at.  34.  Urine  thick  and  ofPensive  for  two  months.  Little 
or  no  pain.  On  admission  left  loin  slightly  bulged  by  fluctuating  swelling. 
Incision  setting  free  a  large  quantity  of  foetid  pus.  Became  very  restless,  and 
died  suddenly  11  days  after  operation.  P.M. — Left  kidney  much  enlarged  and 
dilated,  containing  about  half  a  pint  of  pus  and  a  large  branched  calculus  in  its 
upper  part.  Lower  end  of  left  ureter  blocked  for  1^  inches  with  clay-like 
material.  Right  kidney  enlarged  and  pelvis  filled  with  pus.  Pneumonia  of 
base  of  right  lung,  probably  due  to  embolism,  clot  being  carried  by  left  renal 
vein,  which  was  inflamed,  and  only  separated  from  pus  by  the  thickness  of  its 
wall.     No  clot  in  situ. 


LOCOMOTOR    SYSTEM. 
Sip-Joint — 

Arthritis.— Males  40,  females  19.  C.  24,  R.  31,  U.  2,  D.  2.  (Eight  read- 
missions.)  Family  history  of  "  consumption  "  in  8.  History  of  trauma  in  21. 
One  followed  an  attack  of  rheumatism  and  one  measles.  One  suffered  from 
hsematuria  and  ?  tuberculous  kidney.  Sinuses  existed  in  11,  abscesses  in  14, 
ankylosis  in  1  (flexed  position),  dislocation  in  1.  One  developed  meningitis  a  few 
days  after  admission,  and  was  transferred  to  Medical  Ward,  where  she  died  (P.M. — 
tuberculous  meningitis).  Diphtheria  1,  transferred  to  Medical  Ward,  where  she 
died. 

Duration. — Under  2  mouths  12;  under  6  months  8;  under  12  months  13; 
over  12  months  25. 

Treatment. — Thomas's  splint  in  26 ;  extension  without  splint  in  2;  long  out- 
side and  extension  in  1 ;  crutches  and  patten  in  1. 

Excision  in  7.  C.  3,  R.  2,  D.  2.  Preliminary  opening  of  abscesses  in  2 ; 
previous  removal  of  sequestrum  from  head  of  bone  in  1 ;  acetabulum  extensively 
diseased  and  perforated  in  2  ;  head  of  femur  dislocated  in  1 ;  sequestrum  in  neck 
of  femur  with  early  synovial  disease  in  1.  Of  the  7  excisions  2  were  performed 
by  the  anterior  incision. 

Fatal  cases. 

1.  Male,  set.  14.  No  tuberculous  history.  No  injury.  Symptoms  4  months. 
Has  been  wearing  Thomas's  splint  for  3  months.  Excision  of  hjft  hip  4  days 
after  admission.     Head  and  neck  of  femur  extensively  carious.     Large  quantity 
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of  curdy  pus  in  joint.  Acetabulum  carious,  and  on  scraping  it  the  spoon  slipped 
through  into  pelvis,  opening  a  large  abscess  cavity,  which  was  then  drained 
through  the  acetabulum.  Discharge  very  copious,  and  patient  gradually  lost 
strength.  Amputation  at  hip-joint  111  days  after  the  excision.  External  and 
internal  skin  flaps  made,  to  avoid  sinuses.  Acetabulum  and  upper  end  of  femur 
still  very  extensively  diseased.  Rallied  after  operation,  but  sank  again  and  died 
in  28  days.  P.M. — Extensive  caries  of  ilium.  Mesenteric  and  mediastinal  glands 
caseous.     A  little  yellow  tubercle  in  lungs.     Liver,  spleen,  and  kidneys  pale. 

2.  Male,  set.  3|.  No  history  of  tubercle  or  injury.  Pain  in  right  hip  14 
weeks,  starting  pains  12  weeks.  Fluctuation  over  front  of  joint.  Three  days 
after  admission  joint  opened  by  anterior  incision;  pus  evacuated  and  head  of 
femur  and  acetabulum  scraped.  Thirty-three  days  later  a  large  sequestrum  was 
removed  from  head  of  femur,  and  4  days  afterwards  this  was  excised,  together 
with  2  inches  of  the  shaft,  by  a  posterior  incision.  Acetabulum  extensively 
diseased,  and  was  scraped.  Large  abscess  formed  subsequently  to  the  excision, 
and  was  opened.  Child  gradually  sank,  and  died  from  exhaustion  5G  days  after 
excision.     No  P.M. 

Old  excision  of  hip. — Males  3,  females  2.     E.  5.     Abscess  in  1.     Sinuses  in  3. 

In  one  case  (female),  excision  of  right  hip  3  years  ago.  Discharging 
sinuses  have  remained  since.  Scraped  7  days  after  admission,  and  33  days 
later  upper  end  of  femur  was  found  to  be  extensively  carious,  and  3  inches 
excised.  Acetabulum  completely  obliterated.  Large  carious  patch  on  venter  of 
ilium  scraped.  Erysipelas  started  from  the  wound  4  days  after  operation. 
Transferred  to  Anne  Ward,  10  days  after  which  she  developed  diphtheria,  from 
which  she  died  in  8  days.     No.  P.M. 

Osteo- arthritis. — Males- 5,  females  1  (both  hips  in  3).  Ankylosis  in  flexed 
position  in  1,  treated  with  high  boot.  Partial  dislocation  of  both  hips  in  male 
of  17,  probably  caused  by  bony  out-growths  in  acetabula. 

Ankylosis. — Males  3,  females  1.  All  probably  due  to  old  tuberculous  disease. 
One  double  treated  by  removal  of  wedge  from  neck  of  right  femur  and  osteotomy 
below  the  trochanters  of  left  femur.  Two  treated  by  subtrochanteric  osteotomy. 
One  refused  treatment. 

Knee-joint — 

Arthritis.— M&\qs  23,  females  11.  C.  20,  R.  9,  U.  4,  D.  1.  Right  18,  left  16. 
Family  history  of  consumption  in  9,  and  of  joint  disease  in  2.  One  suffering 
from  phthisis  on  admission.  History  of  trauma  in  10.  All  probably  tuberculous 
in  nature,  1  senile.  Sinuses  existed  in  5.  Abscesses  in  2.  Tuberculous  disease  of 
opposite  ankle  in  1,  and  of  opposite  tibia  in  1.     Infantile  paralysis  of  limb  in  1. 

Treatment. — Excision  in  10.  C.  8,  R.  1,  D.  1.  Secondary  haemorrhage  on 
84th  day  after  excision  in  one ;  amputation  of  thigh  in  lower  third.  Popliteal 
artery  ulcerated  at  its  bifurcation,  and  lying  in  an  abscess  cavity ;  no  sharp  bone 
in  vicinity  of  vessel.  Primary  disease  situated  in  femur  in  2,  tibia  in  3,  and 
synovial  membrane  in  5.  Arthrectomy  in  6  cases,  3  partial  only;  preliminary 
incision  of  abscess  in  1.  Trephining  of  tibia  in  1 ;  readmitted  for  excision,  and 
primary,  disease  found  in  femur.  Joint'incised  and  drained  in  1 ;  simple  incision 
of  abscesses  in  2  ;  scraping  of  sinuses  in  1 ;  amputation  of  thigh  in  7  (1  following 
excision  for  secondary  bsemorrhage).  Previous  drainage  of  joint  in  1.  Reampu- 
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tation  in  1,  for  retraction  of  flaps.  Koch's  treatment  tried  in  4,  with  no  good 
result.     Two  cases  refused  treatment. 

Fatal  case. — Male,  set.  48.  Family  history  of  consumption.  Swelling  of 
right  knee  noted  10  months.  Typical  case  of  synovial  disease.  Trace  of  albumen 
in  urine.  Excision.  Patella  sawn  across,  disease  almost  entirely  limited  to 
synovial  membrane.  Bones  pegged  and  patella  wired.  Drainage-tube  on  outer 
side.  Cyanide  dressings  and  plaster-of- Paris  splint.  Wound  suppurated  freely. 
Hsematuria  commenced  3  days  after  operation,  and  albumen  increased.  Patient 
became  dull  and  apathetic.  Temperature  subnormal.  Died  15  days  after 
operation.  P.M. — Pneumonic  consolidation  of  lower  lobe  of  left  lung.  Con- 
gestion and  tt'dema  of  right  lower  lobe.  Abdominal  \ascera  decomposed,  appa- 
rently healthy.     No  tubercle  found  anywhere.     Site  of  operation  healthy. 

Old  excision  of  knee. — Females  2.  Sinuses  in  both.  One  scraped.  One  caused 
by  wire  sutures  which  were  used  at  the  excision.  Sutures  removed  and  sinuses 
excised. 

Old  arthrectomy  of  knee. — Males  4.  C.  3,  R.  1.  One  admitted  for  pain,  but 
nothing  wrong  detected.  One  for  sinuses,  which  were  scraped.  One  excised ; 
previous  arthrectomy  4  months  ago,  now  sinuses  and  pulpy  swelling  of  joint. 
Disease  found  to  be  chiefly  synovial.  Discharged  cured.  One  (male,  a;t.  10) 
admitted  with  sinuses  after  arthrectomy  4  months  ago,  and  caries  of  spine. 
Koch's  treatment  caused  no  alteration  in  knee,  but  a  psoas  abscess  appeared  12 
days  after  first  injection,  and  gradually  became  more  and  more  tense.  It  was 
opened  in  the  loin,  scraped  out,  irrigated,  and  closed,  without  drainage.  Scar 
broke  down,  after  healing  by  first  intention. 

Acute  suppurative  arthritis. — Female,  set.  1.  Pain  and  swelling  noted  8  days. 
Incision  and  drainage.  Left  hospital  with  wounds  healed,  and  no  sign  of  disease 
in  joint.  Tibia  slightly  displaced  backwards,  and  a  little  lateral  movement  at 
knee. 

Hsemarthrosis. — Males  2.     C.  1,  K.  1.     No  family  history  in  either. 

1.  Male,  set.  10.  Frequent  epistaxis.  Sudden  swelling  of  ankle  on  one  occa- 
sion. Swelling  of  right  knee  ofi"  and  on  for  3  years,  suddenly  increased  last  few 
days.     Treated  with  splint  and  lead  lotion.     Effusion  absorbed  in  25  days. 

2.  Male,  set.  20.  Previous  prolonged  ha?morrhages  from  slight  injuries. 
Swelling  of  right  knee  for  2  years,  much  increased  last  3  days.  Sudden  hsemor- 
rhage  into  left  elbow  after  admission.  Splint  and  ice-bag.  Discharged  at  own 
request. 

Subluxation  of  int.  semilunar  cartilage, — Male,  set.  34.  History  of  sprain. 
Slight  synovitis.     Spring  clip. 

Osteo- arthritis. — Males  2.  R.  2.  Both  treated  with  Scott's  dressing  and 
strapping. 

Synovitis. — Males  1,  females  3.  C.  3,  R.  1.  Double  in  1,  syphilitic.  Rheu- 
matic 1.     Gonorrhoeal  1.     Doubtful  cause  1. 

Ankylosis. — Males  6,  females  2.  C.  8  (1  readmission).  Five  following 
tuberculous  disease  (two  old  excisions),  and  1  following  wound  of  joint.  Exci- 
sion of  wedge  in  3.  Supra-condyloid  osteotomy  in  2  (followed  in  4  months,  in 
1  case,  by  amputation  of  thigh  for  suppuration  in  and  around  knee-joint).     One 
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case,  fibrous,  straightened  under  anaesthetic  and  put  up  in  plaster  of  Paris.  In 
one  case,  female,  set.  24,  hips,  knees,  ankles,  and  left  shoulder  ankylosed  since 
an  attack  of  scarlet  fever  2  years  ago.  Both  knees  excised,  with  an  interval  of 
4  months.  Passive  movements  to  other  joints.  Firm  bony  union  obtained  in 
knees,  and  fair  movements  in  other  joints. 

Ankle — 

Arthritis. — Males  7,  females  4.  C.  7,  R.  4.  Right  3  ;  left  8.  All  apparently 
tuberculous.  History  of  trauma  in  4.  In  1  amputation  of  opposite  leg  for 
disease  of  ankle  28  years  ago. 

Treatment. — Plaster-of- Paris  splints  in  3;  Koch's  treatment  in  1  with  tuber- 
culous disease  also  of  opposite  wrist  j  no  result.  Arthrectomy  in  1,  and  subsequent 
scraping  of  sinuses.  Amputations  in  6j  leg  3.  Syme  4  (1  being  followed  by 
amputation  of  leg) ;  incision  and  drainage  of  joint  in  one  case  previous  to  Syme. 

Old  arthrectomy  of  ankle. — Admitted  with  sinuses,  which  were  scraped. 
Arthrectomy  12  months  previously. 

Acute  arthritis. — -Male,  ajt.  9.  Injury  4  weeks  ago.  Ankle  incised  in  an 
infirmary.  On  admission  :  Sloughy  wound  on  outer  side,  communicating  with 
joint;  offensive  discharge.  Amputation  of  leg.  Joint  full  of  pus.  Cartilage 
eroded.  Sequestrum  in  head  of  astragalus,  calcis  bare  in  whole  extent.  Epiphysis 
separated. 

Shoulder. —  Males  2.  C.  1,  R.  1.  Both  apparently  tuberculous.  Early  hip 
disease  in  1.  Both  excised.  One  readmitted  3  months  later  with  extensive 
caries  of  upper  end  of  humerus  and  glenoid  cavity.  Two  inches  of  humerus 
excised  and  glenoid  cavity  scraped.  Readmitted  a  second  time,  and  a  large 
portion  of  scapula  excised  for  necrosis. 

Elbow.—K&Xes,  2,  females  2.  C.  5,  R.  2.  Right  2;  left  5.  Family  history 
of  "  Consumption  "  in  2.  History  of  trauma  in  4.  Amputation  of  4th  toe  with 
metatarsal  bone  in  one,  for  caries. 

Treatment. — Plaster-of-Paris  splint  1,  readmitted  for  abscess  later;  incision 
of  joint,  followed  later  by  sequestrotomy  in  1 ;  excision  of  elbow  in  4,  resulting 
sinuses  scraped  twice  in  1.  Koch's  treatment  in  2,  1  previously  so  treated 
at  King's  College  Hospital. 

Ankylosis  of  elbow. — Two  cases,  1  after  fracture  of  olecranon,  1  fracture  of 
internal  condyle  of  humerus.     Passive  movement  in  both. 

TTm^.— Males  5,  females  2.  C.  5,  R.  1,  U.  1.  Right  4 ;  left  3  (all  apparently 
tuberculous).  Family  history  of  "  Consumption"  in  1.  History  of  trauma  in  2. 
Phthisis  of  both  apices  in  1.  Spinal  caries  1.  One  following  compound  ganglion 
of  wrist. 

Treatment.  —Excision  of  wrist,  followed  by  amputation  of  forearm  in  2  cases, 
amputation  of  forearm  in  2 ;  scraping  of  sinuses  in  2.     Refused  operation  1. 

Gonorrhoeal  synovitis  of  tvrist. — Discharge  ceased  14  days,  since  which  swelling 
of  wrist.  Admitted  for  extensive  swelling  of  hand  and  forearm,  with  fluid  in 
wrist  joint ;  joint  aspirated  and  clear  fluid  removed.  All  effusion  subsided 
before  discharge. 


SUMMAEY  OF  INJURIES. 


GENERAL  INJURIES. 


£urns.— Males  22,  females  19.     C.  22,  R.  1,  D.  18. 

Situation. — Face  2;  neck  1;  scalp  1 ;  pharynx  1;  face  and  neck  1;  face  and 
hands  4 ;  face  and  upper  extremities  4 ;  face,  neck,  scalp,  and  hands  1 ;  face, 
neck,  chest,  and  arms  2 ;  face,  neck,  hands,  and  thighs  1  ,•  hands  1 ;  upper 
extremities  4 ;  chest  and  arm  1 ;  chest,  abdomen,  and  hands  1 ;  chest,  abdomen, 
thigh,  and  arm  1 ;  trunk  1 ;  trunk  and  arms  3 ;  trunk  and  legs  1 ;  upper  and 
lower  limbs  1 ;  lower  limbs  1  j  general  8. 

Causes. — Ignited  clothing  20;  falls  into  fire  7;  explosions  of  paraffin  lamp  4; 
gas  explosions  2;  gunpowder  2;  chemicals  3;  hot  pipes  1;  flame  of  furnace  1; 
swallowing  hot  potato  1. 

Treatment. — Primary,  carron  oil  3 ;  boracic  bath  7 ;  boracic  ointment  14 ; 
lotions  of  lead  or  borax  8;  vaseline  and  iodoform  2. 

Fatal. — From  collapse  :  males  ajt.  7  weeks,  2,  3,  4,  and  4  years.  Females  IJ, 
4,  5,  5,  10,  11,  12,  and  15  years.  Exhaustion  :  females  10  months,  and  If  years. 
Suppression  of  urine  :  female  34.  ?  Meningitis  :  male  40  (no  P.M.),  Cerebral 
abscess:  male  23,  subject  to  epileptic  fits.  Admitted  with  burn  of  neck,  incoher- 
ent and  noisy,  became  comatose,  and  died  on  3rd  day.  P.M. — Basal  menin- 
gitis. Caries  of  left  mastoid  and  tympanum.  Dura  mater  separated  by  jms 
from  petrous  bone.     Large  abscess  in  left  temporo-sphenoidal  lobe. 

Scalds.— 'Males  24,  females  10.     C.  25,  D.  9. 

Situation. — Face  2 ;  neck  3  ;  pharynx  2  j  larynx  2 ;  face,  neck,  and  arms  3 
face,  chest,  and  abdomen  1 ;  trunk  and  head  1 ;  abdomen  and  thighs  1 ;  chest  2 
chest  and  neck  2 ;  chest  and  arms  2 ;  neck  and  arm  2 ;  trunk  and  thighs  1 
chest  and  abdomen  1 ;  chest,  abdomen,  arm,  and  thighs  1 ;  four  extremities  1 
lower  extremity  1 ;  leg  2 ;  foot  1 ;  general  2 ;  buttocks  1. 

Causes. — Boiling  water  22  ;  steam  3 ;  scalding  tea  8 ;  scalding  milk  1. 

Complications. — (Edema  of  glottis  in  2,  of  fauces  in  2j  two  transferred  for 
scarlet  fever  on  2nd  and  4th  days  respectively  ;  bronchitis  1. 

Treatment. — Primary  boracic  bath  5;  Ung.  Boracis  9;  Lot.  Boracis  3;  Lot. 
Plumbi  2 ;  Lot.  Soda  Chlor.  3 ;  Lotio  Rubra  1 ;  vaseline  2 ;  vaseline  and  iodo- 
form 1 ;  tent  and  steam  kettle  2 ;  tracheotomy  2. 

Fatal. — Collapse  :  males  ait.  Ij,  1|,  IJ,  and  2.  Females  1^  and  9.  Exhaus- 
tion :  males  2  and  32.     Female  2^. 

No  post-mortem  examination  on  burns  or  scalds,  with  exception  of  one  case 
noted  above. 
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LOCAL  INJURIES. 

Scalp  wounds. — Males  13,  females  7.     C.  18,  D.  2. 

Complications. — Bare  bone  9  j  fracture  of  inferior  maxilla  1 ;  pneumonia  1 
haemophilia  1  (readmitted  in  5  days  for  recurrence  of  hajmorrhage) ;  tetanus  1 ; 
ruptured  globe  and  fracture  of  malar  and  nasal  bones  1. 

Fatal  cases. 

1.  Male,  set.  5.  Scalp  wound  exposing  bone  in  right  temporo-f rental 
region.  Dirt  ground  into  flap  and  bone  grazed.  Antiseptics,  counter  open- 
ing, and  drainage-tube.  Some  purulent  discharge  from  tube,  but  sutured 
wound  healed.  StifPness  of  neck  noted  on  6th  day  with  retraction  of  head ; 
face  livid ;  unable  to  lie  on  his  back  ;  difficulty  in  swallowing  shortly  after,  and 
frequent  spasms,  during  which  respiration  ceased  and  artificial  respiration  had 
to  be  done.  Treated  with  chloral  per  rectum,  and  chloroform  watch  instituted. 
Died  during  a  spasm  27  hours  after  first  symptom,  during  which  time  there 
had  been  46  spasms  in  all.  P.M. — Bare  bone  over  2  inch  circle;  no  other  injury; 
collapse  of  bases  of  lungs,  otherwise  organs  healthy ;  no  change  in  nervous  system. 

2.  Female,  set.  79.  Clean  scalp  wound  in  frontal  region,  large  surface  of  bare 
bone.  Fracture  of  nasal  and  left  malar  bones ;  extensive  contusion  of  face ; 
hsBmorrhage  from  nose  and  vomiting  of  large  amount  of  dark  blood.  Rupture 
of  left  eyeball,  refused  to  have  eye  removed.  Scalp  wound  healed  by  first 
intention,  and  general  condition  improved  till  22  days  after  admission,  when 
patient  suddenly  died  during  an  attack  of  stertorous  breathing.  P.M. — Throm- 
bosis of  pulmonary  artery,  clot  extending  as  dark,  soft,  loose  threads  into  small 
branches  of  the  artery;  no  fracture  of  skull;  brain  atrophied;  excess  of  fluid 
on  its  surface  and  in  ventricles. 

Concussion. — Males  61,  females  11.  C.  71,  D.  1  (slight  in  26).  Nine  under 
influence  of  alcohol  on  admission. 

Complications. — Hsemorrhage  from  ear  5  (in  two  of  these  tympanic  mem- 
brane seen  to  be  ruptured.  Hsemorrhage  from  nose  6.  Scalp  wounds  21  (bare 
bone  in  6  of  these).  Hsematoma  of  scalp  16.  Contusions  of  face  7.  Subcon- 
junctival ecchymosis  8.  Wound  of  face  5.  Contusion  of  shoulder  1.  Wound 
of  leg  1.  Compound  fracture  iliac  crest  and  dislocation  of  outer  end  of 
clavicle  1.  Facial  paralysis  1.  Epilepsy  1.  Pneumonia  1  (admitted  with  the 
disease).  Measles  1,  rash  appeared  day  after  admission.  Injury  to  abdomen  2 
(1  fatal).  Perimetritis  and  cirrhosis  of  liver  1.  Insomnia  1.  Fits  1  (male, 
set.  8,  two  fits,  conjugate  deviation  of  eyes  to  left,  rigidity  of  left  arm,  te%th 
clenched).  Hallucinations  1.  One  case  said  to  have  been  delirious  for  seven 
days  before  admission. 

Fatal  case. — Male,  set.  30,  coal  porter.  Fell  off  back  of  carriage  in  motion. 
Severe  shock,  pulseless.  Small  superficial  scalp  wound  in  occipital  region. 
Consciousness  gradually  returned,  became  very  restless.  Abdominal  pain. 
Abdomen  rigid  and  slightly  prominent.  Died  in  14  hours,  never  recovering 
from  shock.  P.M. — Abdominal  cavity  contained  over  4  pints  of  fluid  and 
clotted  blood.  Several  large  ruptures  in  each  lobe  of  liver.  7th  to  10th  ribs 
fractured  on  right  side.     All  organs  pale. 
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Fractures  of  vault  of  skull — 

a.  Simple  depressed. — Female,  a;t.  2.  Wheel  of  coal  cart  said  to  have  passed 
over  head.  Semi-conscious.  Hamorrhage  from  nose  and  ears.  Fracture  of 
left  superior  maxilla.  Pupils  dilated  and  inactive.  Pulse  imperceptible.  Respi- 
ration shallow,  temperature  96°.  Longitudinal  depression  right  side  of  skull 
extending  horizontally  on  level  of  top  of  pinna.  Died  in  5  hours.  Convulsions 
of  right  side  previously.  P.M. — Fracture  on  right  side  extending  from  just  in 
front  of  posterior  inferior  angle  parietal,  forwards  across  squamous  bone  to  middle 
fossa.  Similar,  but  less  extensive  fi'acture  on  opposite  side.  Transverse  fracture 
of  base  separating  lesser  wings  of  sphenoid  from  frontal.  Some  bruising  of 
prsefrontal  lobes  of  brain. 

b.  Compound. — Males  3.     C.  2,  D.  1. 

1.  Male,  ffit.  11.  Fell  on  stone  steps,  striking  forehead.  Scalp  wound  over 
left  eye  exposing  horizontal  fissure  of  frontal  bone.  No  symptoms.  Discharged 
cured  in  3  days. 

2.  Male,  set.  14.  Struck  by  stone.  Scalp  wound  in  left  parietal  region  exposing 
fissure  of  bone  extending  up  and  back.  No  symptoms.  Discharged  cured  on 
6th  day. 

Fatal  case. — Male,  at.  34.  Fell  18  feet  from  scaffold,  unconscious,  one  inch 
scalp  wound  behind  external  angular  process  left  frontal,  bare  bone.  No  signs 
of  fracture  of  base.  Became  restless  and  noisy  for  6  days,  then  remained  quiet 
up  to  death  on  15th  day.  Retention  of  urine.  Extravasation  beneath  left 
conjunctiva  a  few  hours  after  admission.  No  optic  neuritis.  Temperature  rose 
to  103-6°  on  one  occasion  two  days  before  death.  Scalp  wound  healed.  P.M. — 
Fracture  running  horizontally  across  left  parietal  bone,  and  one  inch  in  same 
direction  on  to  frontal,  then  bending  back  and  inwards  across  left  orbital  plate, 
ending  at  mid-line  in  sphenoid ;  behind  it  extended  inwards,  ending  at  the  margin 
of  the  foramen  magnum.  Some  splintering  and  depression  of  inner  table  of 
parietal.  Blood-clot  between  dura  mater  and  bone.  Laceration  of  tip  of  each 
frontal  lobe  and  right  temporo-sphenoidal ;  around  the  latter  a  little  subacute 
meningitis. 

c.  Compound  depressed. — Males  4,  females  2.     C.  2,  D.  4  (trephined  5). 

1.  Male,  set.  23.  Struck  by  falling  brick  (?  60  feet).  Unconscious  and  restless. 
Pulse  full,  bounding,  and  slow.  Respiration  shallow.  Pupils  equal  and  active. 
Irregular  scalp  wound  over  anterior  superior  angle  left  parietal,  exposing  depressed 
bone.  Three  hours  after  admission  chloroform,  wound  enlarged,  exposing 
triradiate  fracture,  each  limb  about  14  inches,  with  slight  depression  at  junction 
of  limbs,  J  inch  trephine  applied  here,  and  depressed  portion  removed.  Large 
vein  entering  longitudinal  sinus  opened,  causing  considerable  hemorrhage, 
plugged  with  catgut,  as  was  also  the  trephine  hole.  Antiseptic  dressing.  No 
drainage-tube.  Very  restless  after  operation.  Retention  of  urine  1  week. 
Catgut  plug  came  away  on  19th  day.  No  suppuration.  Optic  discs  normal. 
Temperature  throughout  normal  or  subnormal.     Discharged  cured  in  49  days. 

2.  Female,  tet.  6.  Struck  on  forehead  by  stone.  Irregular  wound  above 
right  eye  exposing  depressed  bone.  Slight  shock.  Wound  enlarged  under 
chloroform,  trephining  and  elevation,  several  small  fragments  removed,  one 
penetrating  dura  mater.  Wound  closed,  no  drainage-tube.  Progress  good. 
Discharged  cured  in  16  days. 
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Fatal  cases. 

1.  Male,  iBt.  37.  Knocked  down  by  engine,  and  thrown  against  girders  of  bridge. 
Conscious  on  admission  but  gradually  became  collapsed.  Irregular  wound  just 
above  and  in  front  of  left  parietal  eminence,  exposing  circular  depressed  fracture 
li  inches  in  diameter.  Several  other  scalp  wounds.  P'racture  of  left  femur  in 
upi)er  third.  Extensive  crush  of  left  foot,  with  separation  of  skin  over  dorsum, 
and  fracture  of  metatarsals.  Chloroform.  Two  part  circles  of  bone  removed 
with  trephine,  and  depressed  bone  elevated  and  removed.  Dura  mater  intact. 
Drainage-tube  used.  Lisfranc's  amputation  of  foot.  Rallied  from  operation. 
Wandering  next  day.  Temperature  just  above  normal.  Noisy  delirium  day 
before  death.  Temp.  102°.  Died  on  7th  day.  P.M.— Slight  bruising  tip  of  left 
occipital  lobe.  No  other  injury  to  brain.  Dura  mater  intact.  Amputation 
wound  of  foot  sloughy.     Single  horseshoe  kidney. 

2.  Male,  £et.  52.  Found  unconscious  on  railway  line.  Stertorous  breathing,  36 
per  minute.  Pulse  weak,  86.  Temp.  95°.  Right  pupil  widely  dilated,  left 
contracted.  Paralysis  of  left  side  of  face  and  hsemorrhage  from  nose.  Two 
scalp  wounds,  each  exposing  depressed  bone,  one  extending  up  from  left  eyebrow 
for  4  inches,  exposing  extensive  depressed  fracture  of  frontal,  just  to  right  of 
mid-line ;  brain  matter  exuding  between  fragments.  The  other  wound  at  back  of 
head  exposing  depressed  fracture  running  down  across  posterior  superior  angle 
right  parietal,  and  1^  inches  of  occipital  bone,  branching  below  into  two.  Skull 
trephined,  without  ansesthetic,  on  each  side  of  posterior  fracture,  and  depressed 
bone  removed.  Dura  mater  intact.  Superior  longitudinal  sinus  exposed  un- 
injured. Anterior  wound  enlarged,  and  depressed  bone  elevated  and  removed. 
Depression  and  comminution  extensive.  Dura  mater  much  lacerated,  and  brain- 
substance  escaping.  One  fragment  deeply  embedded  in  brain.  Drainage-tubes 
used,  and  each  wound  sutured.  Remained  in  same  condition,  and  died  8  hours 
after  operation.     No  P.M.  notes. 

3.  Male,  aet.  ?  65.  Picked  up  in  street,  supposed  to  have  been  run  over.  Semi- 
conscious. Large  longitudinal  scalp  wound  in  left  parietal  region.  Fissure  of 
frontal  and  parietal  bones,  running  back  and  slightly  upwards,  exposing  exten- 
sive extravasation  into  orbits,  protruding  eyes.  Pupils  dilated  and  unequal. 
Right  facial  paralysis.  Respiration  stertorous.  Coma  became  absolute  in  two 
hours,  and  death  took  place  20  hours  after  admission.  Temperature  subnormal 
throughout.  P.M. — Compound  comminuted  depressed  fracture  of  left  parietal 
bone,  from  which  a  fissure  extended  downwards  and  forwards  across  frontal,  and 
then  transversely  across  anterior  fossa,  fracturing  both  orbital  and  cribriform 
plates.  Complete  disorganisation  of  left  frontal  lobe.  Laceration  of  right 
frontal  and  tips  of  tempero- sphenoidal  lobes.  Extensive  hsemorrhage  into  left 
internal  capsule.     Fracture  of  2nd  and  Srd  left  ribs. 

4.  Female,  set.  ?  40.  Picked  up  on  railway  line.  Semi-comatose.  Surface  cold. 
Pulse  scarcely  perceptible.  Temp.  97°.  Pupils  equal  and  inactive.  Haemor- 
rhage from  left  ear.  Scalp  wound  extending  upwards  and  backwards  from 
outer  angle  left  frontal  bone,  over  anterior  part  of  parietal,  exposing  depressed 
fracture  of  these  bones.  Fracture  of  left  humerus  in  upper  third.  Trephining, 
and  removal  of  a  large  amount  of  depressed  bone.  Blood-clot  between  dura 
mater  and  bone.  Dura  mater  opened,  and  fluid  gently  syringed  beneath  it, 
escaped  at  nose  and  down  pharynx.     Patient  became  worse,  and  ceased  to  breathe 
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for  some  seconds,  did  not  rally,  and  died  very  shortly  after  operation.  P.M. — 
About  2  square  inches  removed  from  frontal  and  parietal  bones.  Left  win^  of 
sphenoid  comminuted,  and  a  fissure  extended  across  left  orbital  plate,  joining 
behind  several  fractures  of  body  of  sphenoid,  through  which  probe  passed  into 
mouth.  Anterior  clinoid  process  broken  off.  Slight  bruising  of  brain  at  seat  of 
fracture.     Phthisis. 

Punctured  fracture  of  sJcull. — Female,  set.  1^.  Fell  on  peg-top,  point  of  which 
penetrated  left  temple.  Mother  had  to  pull  top  out.  No  symptoms.  Puncture 
in  skin  If  inches  above  and  behind  outer  angle  of  left  orbit.  Probe  enters  skull 
cavity.  Trephined,  some  splintering  of  inner  table.  No  depression.  Puncture 
in  dura  mater.  No  prolapse  of  brain.  Wound  healed  by  first  intention,  without 
a  bad  symptom.     Left  cured  in  29  days. 

BuUet^^oound  of  skull. — Males  2.     C.  1,  D.  1. 

Male,  set.  24.  Shot  himself  with  revolver  in  right  temple.  No  symptoms. 
Point  of  entry  \  inch  horizontally  behind  external  angular  process  of  frontal. 
Hsemorrhage  from  nose.  Probe  passes  2  inches,  and  through  an  opening 
with  hard  edges,  ?  skull.  Next  day  had  a  "  fit."  Noticed  to  be  inco- 
herent, then  threw  himself  back  in  bed.  Head  retracted.  Convulsive  movements 
of  limbs.  Evacuations  passed  into  bed.  Paresis  of  right  external  rectus. 
Other  muscles  normal.     Optic  discs  normal.     Discharged  cured  in  23  days. 

Fatal  case. — Male,  ajt.  58.  Shot  himself  with  revolver  just  in  front  of  the 
tragus  of  right  ear  two  hours  before  admission.  Said  to  have  been  considerable 
hsemorrhage  from  the  wound.  None  on  admission,  when  patient  was  moribund, 
and  died  in  1^  hours.  P.M. — A  little  effused  blood  at  base  of  brain.  No  contu- 
sion of  cortex.  Dura  mater  over  anterior  surface  of  petrous  bone  intact,  but 
bone  beneath  splintered.  Internal  carotid  artery  torn  across  in  its  canal  at  the 
apex  of  petrous  bone.     Flattened  bullet  covering  the  orifice  of  the  artery. 

Fractures  of  the  base. — Males  14.,  females  2.  C.  5,  U.  1,  D.  10  (trephining  1). 
Crossing  anterior  fossa  4  (3  proved  by  P.M.),  middle  fossa  6  (1  proved  by  P.M.), 
posterior  fossa  3,  posterior  and  middle  1,  middle  and  anterior  1  (all  proved  by 
P.M.).  Hsemorrhage  from  one  ear  7,  both  ears  1.  Hemorrhage  from  nose  7, 
from  pharynx  2.  Serous  discharge  from  ear  1.  Subconjunctival  ecchymosis  5. 
Ecchymosis  over  mastoid  2.  One  transferred  to  Medical  Ward  on  26th  day  for 
?  meningitis,  never  completely  recovered,  and  lay  in  listless  condition,  passing 
evacuations  into  bed.     Slight  retraction  of  head.     Eyes  normal. 

Complications. — Scalp  wound  9  (with  bare  bone  2).  Wound  of  face  3.  Facial 
paralysis  2.  Internal  strabismus  1.  Clonic  spasms  1.  Fractured  radius  1, 
femur  1,  humerus  1.     Slight  deafness  1.     6  cases  alcoholic  on  admission. 

Fatal  cases. 

1.  Male,  set.  73.  Treated  in  Casualty  3  days  before  admission  for  scalp  wound 
and  slight  concussion,  alcoholic.  Went  home  and  gradually  became  unconscious 
Comatose  on  admission.  Pulse  120,  resp.  32,  temp.  100.°  Conjugate  deviation 
of  eyes  to  right.  Pupils  dilated  and  inactive.  Optic  discs  normal.  Died  6 
hours  after  admission.  Temperature  rose  to  105°  just  before  death.  P.M. — 
Linear  fracture  of  right  orbital  plate  and  wing  of  sphenoid.  No  communication 
with  nose.  Dura  mater  intact.  Basal  meningitis  with  much  lymph.  Ven- 
tricles contained  dull  red  pus. 

2.  Male,  set,  50.     Supposed  to  have  fallen  down  some  stone  steps.     Comatose  on 
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admissi&n.  Pupils  dilated  and  inactive.  Large  scalp  wound  in  occipital  region. 
Died  in  9  hours.  Temperature  subnormal.  P.M. — Linear  fracture  of  5  inches 
on  left  side,  extending  from  level  of  posterior  margin  of  foramen  magnum 
upwards  and  backwards.  Dura  mater  intact.  Large  haemorrhage  between  it 
and  the  bone.  Laceration  of  under-surface  of  left  frontal  lobe.  Vessels  at  base 
atheromatous.     Small  recent  hsemorrhage  involving  left  lenticular  nucleus. 

3.  Male,  aet.  50.  SufEers  from  "  fits."  Fell  3  feet  on  head.  Comatose.  Haemor- 
rhage from  mouth  and  nose.  Ecchymosis  of  left  eyelids.  Evacuations  passed 
involuntarily.  Pulse  slow.  Died  in  2  hours.  P.M. — Both  orbital  and  cri- 
briform plates  extensively  fractured.  Small  subdural  htemorrhage  over  right 
occipital  lobe. 

4.  Male,  a;t.  32.  Knocked  down  by  runaway  horses.  Suffering  from  shock. 
Several  wounds  of  face.  Haemorrhage  from  right  ear,  nose,  and  mouth.  Ecchy- 
mosis of  lids.  Pupils  dilated  and  act  to  light.  Temperature  subnormal  through- 
out. Died  30  hours  after  admission.  P.M. — Depressed  piece  of  bone  size  of 
threepenny  piece  in  centre  of  rjght  posterior  fossa.  From  here  one  fracture 
passed  forwards  across  petrous  bone  and  middle  fossa.  A  second  starting  from 
same  spot  passed  transversely  across  occipital  bone,  midway  between  torcular  and 
foramen  magnum,  and  nearly  across  left  posterior  fossa.  Lesser  wings  of 
sphenoid  separated  from  orbital  plates. 

5.  Male,  ast.  ?  45.  Picked  up  in  street  unconscious.  Comatose  on  admission. 
Scalp  wound  in  occipital  region.  Pulse  feeble  and  irregular,  50.  Cheyne 
Stokes'  respiration.  Breath  smelt  of  alcohol.  Pupils  equal  and  dilated,  act 
sluggishly.  Respiration  became  stertorous,  and  patient  died  in  1^  hours.  P.M. — 
Layer  of  blood-clot  over  posterior  half  of  brain.  Fracture  on  right  side,  extend- 
ing from  jugular  foramen  up  and  out,  across  root  of  mastoid,  parallel  with  and 
just  above  lambdoid  suture  to  end  in  mid-line.  Lateral  sinus  uninjured.  Bruis- 
ing of  surface  of  left  frontal  lobe.     Mitral  disease. 

6.  Male,  mt.  70.  Fell  from  second-floor  window.  Comatose  on  admission. 
Wound  on  outer  side  of  left  orbit.  Subconjunctival  ecchymosis.  Left  pupil 
dilated,  right  contracted.  Haemorrhage  from  nose.  Pulse  full,  120.  Temp. 
100'8°.  Respiration  stertorous.  Fracture  left  femur  and  lower  end  left  humerus 
into  elbow-joint.  Condition  unchanged  up  to  death  in  22  hours.  P.M. — Frac- 
ture of  left  orbital  plate,  extending  into  frontal  sinus  at  outer  end,  and  cribriform 
plate  at  inner.     Haemorrhage  into  left  optic  thalamus.     Blood  in  ventricles. 

7.  Male,  aet.  9.  Fell  12  feet  on  head.  Conscious  on  admission.  Contusion  above 
right  ear.  Clear  yellow  fluid  escaping  from  right  meatus,  spurting  out  in  a  jet 
when  patient  coughs;  very  irritable.  Conjugate  deviation  of  eyes  to  right. 
Temperature  subnormal.  Died  42  hours  after  admission,  fluid  continuing  to 
escape  up  to  death,  when  tempei'ature  rose  to  104°.  P.M. — Fracture  extending 
from  right  foramen  ovale,  backwards  across  petrous  bone,  opening  into  the 
middle  ear  and  superior  semicircular  canal,  then  on  to  parietal  bone  for  1| 
inches.     No  injury  to  brain. 

8.  Male,  aet.  38.  Died  in  Casualty  room.  Supposed  to  have  fallen  off  top  of 
a  train.  P.M. — Fracture  extending  from  right  side  of  torcular  to  right  jugular 
foramen,  and  from  there  a  fracture  extended  into  foramen  magnum,  and  a  second 
short  one  forwards  and  outwards  for  ^  inch.  Laceration  of  tip  of  left  frontal 
lobe.     Haemorrhage  into  centre  of  right  cerebellar  hemisphere. 
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9.  Female,  set.  50.  Wheel  of  cab  said  to  have  passed  over  her  head.  Comatose 
on  admission.  Scalp  wound  in  right  temporal  region,  exposing  bare  bone. 
Pulse  full,  72.  Respiration  stertorous.  Right  pupil  contracted,  left  dilated. 
Subconjunctival  ecchymosis  right  eye.  Coma  increased,  and  right  temporal 
region  was  trephined  10  hours  after  admission.  Dura  mater  bulged,  but  no  clot 
found  on  opening  it.  Trephined  again  at  corresponding  point  on  opposite  side, 
where  large  amount  of  clot  was  found  e.xtendiug  over  left  hemisphere.  Condi- 
tion did  not  change,  and  patient  died  3  hours  after  operation.  P.M. — Linear 
fracture,  extending  from  trepliine  liole  on  right  side  transversely  across  anterior 
part  of  middle  fossa  on  that  side,  passing  behind  anterior  clinoid  process  to 
orbital  plate  of  frontal  on  left  side  for  a  distance  of  2  inches.  Large  amount  of 
black  clot  over  left  hemisphere.  Contusion  of  under-surface  left  temporo- 
sphenoidal  lobe. 

10.  Female,  aet.  50.  Fell  down  flight  of  stairs.  Comatose  on  admission.  Ster- 
torous breathing.  Haemorrhage  from  right  ear  and  nose,  Ecchymosis  of  both  lids. 
Protrusion  of  right  eyeball.  Temperature  subrlftrmal  till  six  hours  before  death, 
when  it  commenced  to  rise,  reaching  105-6"^  before,  and  106"6°  after  death, 
which  took  place  10  hours  after  admission.  P.M. — Three  short  fractures  in 
base  of  skull  each  2  inches  long.  (1)  From  crista  galli  outwards,  across  right 
orbital  plate.  (2)  From  foramen  lacerum  medium  outwards,  parallel  to  crest  of 
petrous  bone.  (3)  Fi'om  foramen  magnum  outwards  aud  backwards.  Consider- 
able hemorrhage  over  surface  of  left  frontal  and  temporal  lobes,  wbich  were 
considerably  lacerated  and  softened.  Left  ventricle  distended  with  clot.  Atrophic 
scirrhus  of  right  breast. 


INJURIES   TO   CHEST,   ABDOMEN,    SPINE,    AND 
PELVIS. 

Fractured  ribs. — Males  16,  females  2.  C.  18.  Direct  violence  in  7;  indirect 
in  11.  Comminuted  2.  First  rib  fractured  once ;  3rd  twice  ;  4th  four,  5th 
five,  6th  ten,  7th  eight,  8th  nine,  9th  seven,  and  10th  five  times;  11th  twice; 
12th  once. 

Complications. — Haemoptysis  1;  emphysema  of  chest  5;  pneumothorax  2; 
haematuria  1 ;  injury  to  abdomen  (vomiting)  1 ;  scalp  wound  2 ;  wound  of  face 
3 ;  contusion  of  shoulder  1 ;  crushed  finger  1,  toes  1 ;  compound  comminuted 
fracture  of  radius  1 ;  fracture  of  radius  and  ulna  1 ;  tetanus  1,  male.  Admitted  for 
fractured  ribs,  due  to  his  horse  falling  on  him,  and  crushing  5th  finger  of  right 
hand.  Kleven  days  after  admission  stiffness  of  jaw  commenced.  Finger  ampu- 
tated. Spasms  commenced  ten  days  after  amputation.  Delirium  for  3  weeks, 
then  gradual  recovery,  Risus  sardonicus  well  marked.  Temperature  usually 
subnormal,  never  above  99°. 

Fracture  of  sternum. — Male,  set.  50.  Run  over  by  cab  four  days  previously. 
Attended  as  casualty  patient,  but  refused  to  come  in.  Returned  on  account  of 
pain.  Transverse  fracture  of  gladiolus  just  above  4th  costal  cartilages. 
Lower  end  of  upper  fragment  displaced  backwards.     Deformity  disappears  on 
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lying  down.     Emphysema  in  immediate  neighbourhood  of  fracture.     Discharged 
cured  in  IG  days. 

Injuries  to  spine — 

Concussion. — Male,  set.  67.  Fell  down  flight  of  stairs  and  remained  at 
bottom  all  night,  being  unable  to  move.  Admitted  15  hours  after  fall.  Tender- 
ness in  upper  dorsal  and  lower  cervical  regions.  Legs  paralysed.  Tendon 
reflexes  present;  plantar  and  cremasteric  absent ;  sensation  normal.  Respiration 
entirely  diaphragmatic  ;  lower  ribs  drawn  in.  Evacuations  passed  unconsciously  ; 
gradually  regained  power  in  legs  and  action  of  intercostals.  Discharged  cured 
in  26  days. 

Fracture. — Males  5,     U.  1,  D.  4. 

1.  Male,  set.  27.  Thrown  out  of  a  cart  on  to  his  back.  On  admission  : 
Prominence  of  several  lower  dorsal  and  upper  lumbar  spines.  Two  lower  dorsal 
spines,  movable.  Paraplegia  from  I5  inches  below  umbilicus.  Tendon  reflexes 
absent.  Plantar  and  cremasteaic  absent;  epigastric  present.  Retention  of 
urine.  Incontinence  of  fseces.  Plaster-of- Paris  jacket  applied.  Cystitis 
and  bed-sores  developed.  No  recovery  in  motion  or  sensation  in  legs.  Callus 
formed  at  site  of  fracture.     Sent  to  infirmary  145  days  after  admission, 

2.  Male,  fet.  50.  Fell  12  feet  from  scafPold,  striking  back  against  top  of  a  wall 
in  his  descent.  On  admission,  12  hours  after  accident :  Paraplegia  and  loss  of 
sensation  up  to  2nd  costal  cartilage.  No  abnormality  in  spine  anywhere. 
Tenderness  in  lower  cervical  region.  Reflexes  abolished,  except  plantar,  which 
are  very  slight.  Incontinence  of  faeces,  and  retention  of  urine.  Can  move 
shoulders,  but  not  elbows.  Sensation  absent  from  forearms,  except  on  radial 
side.  No  cerebral  symptoms.  Temperature  100'6°.  Difficulty  of  respiration 
and  degludition  a  few  hours  before  death,  which  took  place  in  18  hours.  Temp- 
erature rose  to  108'2°  before,  and  109°  after  death.     No  post-mortem. 

3.  Male,  aet.  ?  72.  Wheel  of  bus  passed  over  abdomen.  Admitted  a  few  minutes 
after,  but  died  before  reaching  ward.  P.  M. — Fracture  of  9th  to  12th  ribs  left, 
and  7th  to  12th  right.  Bruising  of  pleurse  and  small  rupture  of  left.  Oblique 
fracture,  body  of  12th  dorsal  vertebra,  with  complete  separation.  Contents  of 
spinal  canal  entirely  divided.  Splintered  fracture  with  complete  separation  at  left 
sacro-iliac  synchondrosis.  Fracture  of  anterior  superior  spine  of  ilium  and 
poi'tion  of  crest  on  right  side.  Subperitoneal  extravasation  around  kidneys. 
Old  scrotal  hernia  right,  containing  caecum  and  vermiform  appendix. 

4.  Male  aet.  54.  Fell  10  feet  on  to  his  back  1  hour  before  admission.  Numbness 
in  abdomen  and  extremities.  Legs  paralysed  and  arms  partly  so.  All  tendon 
reflexes  absent,  also  superficial  reflexes  except  plantar,  which  were  brisk.  Sensation 
blunted  over  trunk  and  legs  below  nipple  line,  and  forearms,  especially  on  ulnar 
side.  No  irregularity  of  spine.  Tenderness  in  cervical  region.  Retention  of 
urine.  Respiration  diaphragmatic.  Partial  priapism.  Died  on  2nd  day,  with 
difficulty  of  breathing  and  swallowing  at  the  last.  Temperature  normal  through- 
out. P.  M. — Spine  of  4th  cervical  vertebra  broken  off"  by  symmetrical  fracture, 
through  laminae.  The  body  was  loose,  so  that  on  the  head  falling  back,  it 
started  forwards.  Spinal  cord  showed  contusion  at  this  spot,  and  on  section,  a 
central  haemorrhage.     Dura  mater  uninjured. 

5.  Male,  aet.  52.  Fell  down  flight  of  stairs,  pitching  on  head  and  flexing  forcibly 
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his  cervical  spine  half  an  hour  before  admission.  Complete  paraplegia  and  loss 
of  sensation  up  to  nipple  line.  Intercostals  paralysed.  All  reflexes  absent 
except  epigastric.  Eetention  of  urine  and  incontinence  of  fajces.  Arms  partly 
paralysed,  and  sensation  absent  from  forearms.  No  irregularity  of  spine. 
Tenderness  in  lower  cervical  region.  Attack  of  dyspnoea  12  hours  after  admis- 
sion, became  cyanosed  and  died.  Temperature  subnormal.  P.  M. — Fracture  of 
spines  and  laminae  of  5th  and  6th  cervical  vertebrae,  the  bodies  of  which  were 
completely  separated.  Dura  mater  uninjured,  spinal  cord  for  1^  inches  repre- 
sented by  gelatinous  pulp,  discoloured  by  haemorrhage. 

Injuries  to  abdomen  — 

Punctured  wound,  8fc. — Male,  set.  15.  Stabbed  with  pocket  knife  (3  inch 
blade)  by  another  boy ;  walked  to  hospital.  Half-inch  wound,  about  midway 
between  umbilicus  and  left  anterior  superior  spine.  Long  tag  of  omentum  pro- 
lapsed. No  symptoms.  Wound  enlarged,  and  region  explored.  Omentum 
cleaned  and  returned.  Glass  drainage-tube  inserted  for  24  hours.  Peritoneal 
and  skin  sutures.     Healing  by  first  intention.  'Left  hospital  cured  in  15  days. 

Ruptured  intestine. — Male  set.  61.  Abdomen  crushed  between  two  colliding 
railway  trucks.  On  admission,  slight  shock.  Abdominal  walls  rigid,  but  no 
other  symptom.  Empty  thickened  sac  of  old  left  inguinal  hernia.  Vomiting 
commenced  in  21  hours,  rapidly  becoming  fsecal.  Hernial  sac  explored,  and 
found  to  contain  fluid  faeces.  General  condition  prevented  further  exploration. 
Patient  died  26  hours  after  admission.  P.  M. — General  acute  peritonitis.  One 
and  a  half  pints  of  semi-purulent  fluid  in  abdominal  cavity.  No  rupture  to  be 
discovered,  with  intestines  in  situ,  but  on  removal  and  distension  with  water,  a 
rupture  f  inch  long  was  discovered  in  long  axis  of  small  intestine,  opposite 
mesenteric  attachment,  130  inches  from  the  pylorus. 

Male,  set.  23.  Badly  nourished  man  knocked  down  and  rendered  senseless  by 
kick  in  abdomen  from  horse  2  hours  before  admission ;  stomach  empty  at  time. 
On  admission  :  Much  collapsed  with  flexed  thighs,  rigid  and  tender  abdomen, 
bruise  to  left  of  umbilicus.  Temperature  subnormal.  Vomited  brown  fluid 
2  hours  after  admission  and  again  in  eight  hours,  when  temperature  was  101°, 
and  pulse  110  and  weak.  Abdominal  section  in  mid-line.  Dirty  red  foetid 
fluid  in  peritoneal  cavity.  Bruising  of  omentum.  Longitudinal  rupture  in 
transverse  colon  with  ragged  edges  f  inch  in  length.  Peritoneal  coat  separated 
from  bowel  for  ^  inch  all  round  rupture,  and  also  at  a  point  just  to  right  of,  and 
below  it,  for  one  square  inch.  Clamps  applied  on  each  side  of  the  rupture, 
which  was  closed  with  double  row  of  Lembert's  sutures.  A  piece  of  omentum 
then  being  sutured  over  site  of  rupture.  Abdominal  cavity  irrigated  with  warm 
boracic.  Peritoneal  and  skin  sutures.  Died  12  hours  after  operation  from  col- 
lajise.  P.  M. — No  peritonitis.  Wounded  part  of  colon  removed  and  found  to 
resist  a  much  stronger  pressure  of  both  air  and  water  than  it  would  be  sub- 
jected to  in  life.     No  extravasation.     No  other  injury. 

Injury  to  kidney. — Male,  aet.  17.  Kicked  by  horse  in  left  loin.  On  admission 
suffering  from  shock,  tenderness  in  left  loin.  Haematuria  for  5  days.  Vomiting. 
Abdomen  rigid  on  left  side,  and  slight  dulness  on  percussion.  Discharged  cured 
in  22  days. 

Ruptured  liver. — Male,  set.  32.     Run  over  abdomen  by  heavy  cart.     Collapsed 
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on  admission,  and  died  very  shortly  afterwards.  P.  M. — Four  pints  of  fluid  blood 
in  abdominal  cavity.  Rupture  almost  completely  divided  right  lobe  of  liver  from 
before  backwards. 

Injuries  to  pelvis — 

Hxmatoma. — Male  a3t.  14.  Crushed  between  tram  and  pole  of  brewer's  dray. 
Severe  shock  on  admission,  and  large  hematoma  over  rami  of  pubes  and  ischium, 
groin,  and  iliac  fossa  of  left  side.  Limb  cold.  No  pulsation  in  tibials.  Foot 
became  gangrenous,  and  hematoma  suppurated  and  was  opened.  Leg  amputated 
in  upper  third  95  days  after  admission.  Discharged  cured  40  days  after  ampu- 
tation. 

Fracture.— K.  2,  F.  1.     D.  3. 

Male,  set.  9.  Wheel  of  brewer's  dray  passed  over  pelvis.  Extreme  collapse. 
Wound  of  right  thigh  and  scalp  wound  over  left  eye.  Symphysis  pubis  separated 
to  extent  of  1  inch.  Right  side  of  pelvis  movable.  Died  in  16  hours.  P.  M. 
— Symphysis  pubis  separated  for  2  inches.  Horizontal  ramus  of  pubis  fractured 
on  each  side  and  left  sacro-iliac  joint  loosened. 

Female,  set.  67.  Run  over  by  brewer's  dray.  Moribund  on  admission.  Scalp 
wound  over  right  eye,  down  to  bone.  Pelvis  felt  like  mass  of  loose  bones. 
Left  femur  fractured  in  upper  third.  Five  or  6  ribs  broken  on  each  side.  Died 
very  shortly  after  admission.  P.  M. — Fracture  of  3rd  to  10th  ribs  right,  and 
5th  to  8th  left.  Both  ilia  fractured  close  to  sacrum.  Fracture  of  ramus  of 
pubis  on  each  side.  Fracture,  left  femur,  2  inches  below  trochanters.  Extrava- 
sation round  kidneys. 

Male,  set.  38.  Caught  between  platform  and  foot-board  of  train,  and  rolled 
round  and  round.  Fracture  of  pelvis  made  out  in  front.  Catheter  drew  off 
pure  blood.  Perineal  swelling  increasing.  Incised,  and  large  haematoma  opened, 
in  which  fracture  of  right  pubic  ramus  could  be  felt.  Sank  steadily  and  died  in 
15  hours.  P.  M. — Haemorrhage  round  bladder  extending  also  up  and  out  over 
psoas  muscles.  Peritoneum  uninjured.  Bladder  healthy  containing  4  ounces  of 
clear  urine.  Urethra  torn  completely  across  at  its  membranous  part.  Sym- 
metrical fracture  of  pelvis  on  each  side  of  symphysis,  through  obturator  foi'amina  j 
that  on  left  side  comminuted  and  had  caused  the  rupture  of  urethra.  Left  eye 
excised  many  years  ago.  Left  optic  nerve  half  size  of  right,  and  optic  tract  also 
smaller.     Diminution  in  size  of  right  occipital  lobe  at  angular  gyrus. 

Separation  of  symphysis  pubis  and  left  sacro-iliac  joint. — Male,  a3t.  10.  Run 
over  by  omnibus.  Examined  under  chloroform.  Left  side  pelvis  very  movable. 
Large  hsematoma  left  side  of  lower  abdomen  extending  to  perinseum.  Discharged 
cured  in  34  days. 


INJURIES  TO  THE  UPPER  EXTREMITIES. 

Wounds — 

Forearm. — Males  8,  females  1.  C.  9.  With  glass  in  4j  circular  saw  1; 
chisel  1 J  run  over  1 ;  ?  cause  1. 

Complications. — Radial  artery  divided  in  5,  ulnar  in  5.  Median  nerve  divided 
in  2,  injured  in  1  j  ulnar  nerve  divided  in  1.    Laceration  of  muscles  in  1.  Wrist- 
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joint  opened  in  1.  Division  of  tendons  :  Flexor  carpi  ulnaris  twice,  flexor  carpi 
radialis  twice,  flexor  longus  pollicis  once,  palmaris  longus  once,  flexor  sublimis 
dig.  once,  two  tendons  of  the  same  in  one  other ;  flexor  profnndus  dig.  in  1 ; 
two  tendons  of  same  in  one  other;  incomplete  division  of  flexor  sublimis  dig. 
in  1  ;  one  case  admitted  2  days  after  injury  with  hajiuorrhage  from  divided 
radial,  previously  treated  at  another  hospital  with  a  pad.  All  tendons  and  nerves 
sutured,  arteries  ligatured. 

Sand.— Ma.les  6,  females  1.     C.  7. 

Six  lacerated,  1  incised.  Division  of  extensor  tendons  in  1.  One  treated  by 
irrigation,  2  with  bath  of  perchloride  of  mercury,  1  boracic.  Plastic  operation 
in  1,  abdominal  flap  raised  and  sutured  to  palm  ;  flap  separated  from  abdomen 
28  days  later  j  good  result.  Bullet  wound  of  palm  1 ;  bullet  removed  from  lower 
part  of  front  of  forearm. 
Dislocations — 

Humerus. — (a)  Subcoracoid. — Males  5,  females  1.  C.  3,  U.  3.  Right  3,  left 
3.  All  by  indirect  violence.  Three  reduced  by  manipulation  under  ansesthetic, 
duration  8,  26,  and  35  days  respectively.  Attempted  reduction  by  manipulation 
and  extension  in  2,  duration  36  and  56  days.  No  attempt  in  onej  duration  4 
months,  ;is  movements  at  shoulder  were  very  good. 

(b)  Subglenoid.— Ma.]es  2,  females  1.  C.  2,  U.  1.  Right  1,  left  2.  All  by 
indirect  violence.  Two  reduced  by  manipulation  under  anajsthetic ;  duration 
2  and  5  days.  Attempted  reduction  by  manipulation  and  extension  in  one ; 
duration  5  weeks. 

Compound  dislocation  of  wrist. — Male,  set.  53.  Machinery  accident.  Left 
hand  reduced  to  a  pulp,  but  no  fracture.  Carpal  bones  separated  and  wrist- 
joint  opened.  No  hemorrhage.  Amputation  in  middle  of  forearm.  Discharged 
cured  in  19  days. 

Compound  dislocation  of  fingers. — Males  2.  C.  2.  Circular  saw  1 ;  hydraulic 
capstan  1.  Both  metacarpo-phalangeal.  In  one  two  distal  phalanges  of  another 
finger  cut  off.  Amputation  and  trimming  in  each  case ;  part  of  metacarpal  bone 
removed  in  one.     Lacerated  wounds  of  hand  in  both. 

Old  dislocation  of  elbow. — Male,  set.  32.     Four  months  duration.     Both  bones 
displaced  outwards.     Movements  limited.     Excision  of  lower  end  of  humerus 
by  transverse  incision  and  division  of  olecranon,  which   was  wired  afterwards. 
Ulnar  nerve  divided.     Left  hospital  without  permission.     Arm  improved. 
Fractures — 

Scapula. — Male,  set.  57.  Direct  violence.  Vertical  fracture  about  Ij  inches 
from  vertebral  border. 

Clavicle.— Males  3.  C.  2,  D.  1.  Right  2;  left  1.  Direct  violence  2; 
indirect  1.     Comminuted  1. 

Fatal  case. — Male,  ast.  62.  Wheel  of  heavy  waggon  passed  over  chest. 
Collapsed  on  admission.  Small  scalp  wound.  Fracture  of  left  clavicle  and  ribs. 
Bronchitis.  Developed  delirium  tremens  on  2nd  day.  Cyanosis  and  great  difli- 
culty  in  breathing.  Bled  to  8  oz.  Died  on  5th  day.  P.M. — Fracture  of  left 
clavicle  at  junction  of  middle  and  inner  thirds,  and  1st  and  2nd  left  ribs  near 
spine,  and  3rd  to  6th  about  centre.  Pleura  wounded  by  5th.  Two  pints  of 
blood  in  pleural  cavity.     Pneumonic  consolidation  of  right  base. 


1891— Surgical.  431 

llumerns — 

(a)  Simple. — Males  5,  females  1.  C.  6.  Right  5  ;  left  1.  Direct  violence  in 
5;  indirect  in  1.  Shaft  2  ;  upper  third  1  j  transverse  above  condyles  2 ;  surgical 
neck,  comminuted  of  shaft,  and  transverse  above  condyles  in  1.  Fracture  of 
ril)s,  riglit  and  left,  with  emphysema  of  chest  in  1;  fractured  radius  and  ulna 
in  2;  radius  in  Ij  compound  fracture  of  metacarpal  bone  of  thumb  in  1 ;  lacer- 
ated wound  of  arm  in  1. 

(b)  Compound  and  compound  comminuted. — Males  5,  females  1.  C.  6. 
Right  2;  left  4.  By  direct  violence  5;  indirect  1.  Three  extending  into 
elbow-joint,  all  comminuted,  one  T-shaped.  Shaft  2 ;  surgical  neck  1.  All 
treated  antiseptically. 

(c)  Compound  refracture. —  Male,  fet.  27.  Left  Cambridge  Hospital  1  week; 
after  simple  fracture  of  left  humerus.  Pell  on  hand,  refracturing  bone  in  lower 
third  of  shaft.  Considerable  mass  of  callus  round  lower  end  of  humerus.  Small 
wound  1|  inches  above  internal  condyle.  Oblique  fracture  of  humerus  at  same 
level. 

{d)  Ununitedfracture  of  shaft. — Male,  ast.  54.  Fracture  16  months  previously. 
Treated  first  with  wooden,  and  then  with  plaster-of-Paris  splints,  at  another 
hospital,  for  3  months  after  injury.  Seven  mouths  after  injury  ends  of  bone 
were  pegged  here,  and  limb  put  up  in  plaster  of  Paris.  No  union  resulted. 
Four  months  later  ends  of  bone  were  freshened,  dovetailed,  and  wired  together. 
Slight  union  resulted.  On  readmission  no  union.  Drainage-tube  passed  through 
arm  at  site  of  fracture.  Later,  wire  sutures  removed  from  bone,  ends  freshened, 
and  an  ivory  peg  insei'ted  obliquely  through  them  ;  the  periosteum  from  a  young 
cat  was  wrapped  round  the  bone  at  site  of  fracture.  Some  suppuration  followed. 
Incisions.     Discharged  in  225  days  with  some  union,  but  not  firm. 

Separation  of  lotcer  epiphysis  of  humerus. — Female,  set.  2.  Admitted  only  for 
oedema  of  arm. 

Forearm, — 

Radius  and  ulna. — Male,  set.  16.  Bones  broken  in  lower  third.  Admitted  for 
shock. 

Compound. — Males  4.  C.  3,  R.  1.  Left  4.  All  by  direct  violence.  Middle 
third  3 ;  lower  third  1.  Cellulitis  followed  by  erysipelas  in  1,  admitted  5  days 
after  the  injury,  sinus  leading  to  caries  of  radius  on  discharge.  Extensive 
laceration  of  muscles  and  skin  of  forearm,  with  compound  fracture  of  metacarpals, 
and  wrist-joint  opened  in  1,  in  which  forearm  was  amputated  in  upper  third. 
Other  cases  treated  antiseptically. 

Vina. — Female,  at.  69.  Fracture  in  upper  third  by  direct  violence.  Also 
fracture  of  external  condyle  of  humerus. 

Com,pound. — Males  2.  C.  2.  Right  1;  left  1.  By  direct  violence  1;  indirect 
1.     Shaft  1.     Below  coranoid  process  1. 

Olecranon. — Male,  set.  44.  Simple  fracture  of  right  olecranon  by  direct 
violence.  Considerable  efPusion  into  joint,  and  separation  of  fragments.  Chip 
broken  off  left  oleci'anon  and  wound  into  bursa.  Three  days  after  admission 
right  olecranon  wired,  longitudinal  incision  over  back  of  joint,  arm  put  up  in 
extended   position,  in   plaster  of   Paris.     Healed   by  first   intention.     Passive 
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movements  commenced  on  l7th  day.  Discharged  on  24th  day,  with  fair  move- 
ment and  good  union. 

Compound. — Male,  set.  25.  Small  clean  wound;  little  separation  between 
fragments.  Vertical  incision  and  wiring  of  fragments  day  after  admission. 
Joint  washed  out  with  solution  of  perchloride  of  mercury.  Drainage-tube  used. 
Put  up  in  extended  position  in  plaster  of  Paris.  Passive  movements  commenced 
in  about  20  days.  Discharged  in  22  days.  Good  union  and  movement;  small 
granulating  surface. 

Old  fracture  of  olecranon, — Male,  set.  42.  Five  months  duration.  Fibrous 
union  with  |  inch  separation.  No  pronation  or  supination,  and  only  slight 
flexion  and  extension.  Limb  wasted.  Vertical  incision ;  ends  freshened  and 
wired.  Put  up  in  extended  position  in  plaster  of  Paris.  Cellulitis  of  elbow, 
requiring  several  incisions.  Irrigation.  On  discharge  good  union,  incisions 
healed,  elbow  stiff.  Subsequently  readmitted  for  massage,  and  fair  movement 
obtained.     Left  hospital  with  useful  arm. 

Sand. — Female,  set.  16.  Crushed  hand  between  steam  rollers.  Metacarpals 
and  phalanges  fractured.  No  wound.  Hand  bloodless  and  cold.  Amputation 
of  forearm. 

Compound. — Males  11,  females  1.  C.  12.  Amputation  of  forearm  iu  2,  fingers 
in  5.     Wiring  of  metacarpal  of  thumb  in  1.     Suturing  of  tendons  in  1. 

Multiple  fractures. — Male,  set.  47.  Thrown  by  moving  train  against  a  wall. 
On  admission  collapsed.  Large  scalp  wound  exposing  bone  ;  extensive  lacerated 
wounds  of  right  axilla,  arm,  and  chest.  Fractures  of  right  humerus,  clavicle, 
scapula,  and  ribs.  Died  from  collapse  day  after  admission.  P.M. — Fracture  of 
all  left  ribs.  Subpleural  hsemorrhage.  Compound  comminuted  fracture  of  upper 
two  thirds  left  humerus.     Acromion  and  clavicle  also  fractured. 

Partial  rupture  of  biceps. — Male,  set.  59.  Wheel  of  van  passed  over  left  arm. 
Much  extravasation  in  lower  third  of  arm.  Inner  part  of  biceps  ruptured. 
Very  feeble  pulsation  in  vessels  of  forearm.  Pulsation  gradually  became 
sti'onger.     Discharged  cured  in  15  days. 


INJURIES  OF  THE  LOWER  EXTREMITIES. 

Contusions. — Males  4,  females  4.  C.  8.  Buttock  6,  leg  2.  Amputation  of 
thigh  in  1. 

Male,  set.  28.  Left  leg  hanging  over  a  cart  was  crushed  by  tail-board  of 
another  in  a  collision.  On  admission  left  popliteal  space  and  calf  of  leg  very 
tense.  Eccbymosis  of  skin.  No  pulsation  in  tibials.  Foot  cold.  Exploratory 
incision  in  popliteal  space  on  second  day.  Vessels  found  uninjured.  Laceration 
of  muscle.  Foot  and  leg  gradually  became  gangrenous.  Amputation  in  lower 
third  of  thigh  on  fourth  day.  Necrosis  of  end  of  femur.  Removal  of  IJ  inches 
of  necrosed  bone  72  days  after  amputation.  Stump  firm  on  discharge  105  days 
after  admission. 

Wounds. — Males  25,  females  3.  C.  28.  Erysipelas  in  male,  set.  42,  with  gun- 
shot wound  of  calf  (see  Special  Table).     Primary  amputation  of  leg  in  female. 
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ffit.  31,  with  extensive  stripping  of  skin.  Amputation  of  leg  for  secondary 
haemorrhage  in  male,  vet.  14,  with  punctured  wound  in  middle  of  anterior  surface 
of  leg  penetrating  the  interosseous  membrane.  Sharp  haemorrhage  on  5th  day. 
Wound  opened  up,  both  ends  of  divided  (?)  anterior  tibial  artery  tied.  Posterior 
tibial  also  tied  through  separate  incision.  Forceps  left  on  several  deep  bleeding 
vessels.  Second  attack  of  haemorrhage  on  18th  day,  half  a  pint  of  blood  lost. 
Wound  deep  and  sloughy.  Leg  amputated  in  upper  third.  Wound  suppurated. 
Left  hospital  with  stump  healed  on  49th  day. 

Dislocations — 

Sip. — Female,  set.  3^.  Fell  out  of  bed.  Dorsal  dislocation  of  left  hip ;  1 
inch  shortening.     Reduced  by  traction  in  flexed  position,  under  chloroform. 

Astragalus. — Female,  set.  22.  Fell  5  ft.,  alighting  on  her  right  foot.  Dislo- 
cation of  astragalus  forwards  and  outwards,  with  fi'acture  of  its  neck.  Reduced 
under  anaesthetic,  head  of  bone  remaining  in  front  of  ankle-joint.  Left  hospital, 
cured,  in  28  days.     Fair  movement  at  ankle. 

Old  suhastragaloid  dislocation. — Male,  set.  22.  Admitted  for  ?  recent  injury 
to  deformed  foot. 

Fractures  of  femur — 

Simple. -IslaXes  52,  females  17.  C.  67,  R-  1,  D.  1.  Right  38;  left  31. 
Caused  by  direct  violence  29;  indirect  39;  muscular  action?  1.  In  upper 
third  6;  middle  third  25;  lower  third  6;  junction  of  upper  and  middle  thirds 
21 ;  middle  and  lower  9.  Double  fractures  in  2.  One  comminuted;  1  T-shaped 
into  knee-joint ;  2  greenstick  ;  42  transverse;  23  oblique. 

Complications. — Simple  fracture  of  tibia  and  fibula  in  1 ;  compound  fracture 
of  tibia  and  fibula  in  1 ;  compound  fracture  of  humerus  in  1 ;  haematoma  of 
thigh  in  1 ;  rupture  of  external  lateral  ligament  of  knee  in  1 ;  retention  of  urine 
and  cystitis  in  1 ;  scarlet  fever  in  1 ;  measles  in  1 ;  pneumonia  in  1. 

Treatment. — Fourteen  treated  with  plaster-of-Paris  splints  only ;  17  with 
anterior  plaster-of-Paris  splint  and  long  outside ;  2  with  plaster  of  Paris  and 
extension ;  35  with  plaster  of  Paris,  long  outside,  and  extension  ;  1  with  gutta- 
percha splint,  set.  3  weeks.  Delayed  union  in  1,  35  days ;  fibrous  union  in  1, 
set.  57 ;  union  not  firm  on  discharge  in  2,  after  49  and  109  days  in  hospital.  Angular 
deformity  in  one,  readmitted  3  weeks  afterwards  for  deformity  and  incomplete 
union.  Straightened  under  anaesthetic,  and  discharged  with  firm  union,  but 
still  some  deformity.  Amount  of  shortening  noted  in  36  cases  only.  None  in  18  ; 
li  inches  in  1 ;  1  inch  in  3 ;  J  inch  in  3  ;  #  inch  in  6  ;  i  inch  in  2  ;  |  inch  in  3. 

Fatal  case. — Male,  set.  51.  Knocked  down  by  locomotive  engine.  Trans- 
verse fracture  of  left  femur  at  junction  of  upper  and  middle  thirds.  Rupture  of 
external  lateral  ligaments  of  right  knee.  Wound  of  right  cheek.  Fracture  of 
1st  right  metacarpal.  Hematoma  of  left  buttock.  Temperature  rose  on  3rd  day, 
and  remained  between  101'  and  103^  till  death  on  7th  day.  Wandering  at 
night.  Friction  sounds  right  side  of  chest.  P.M. — Pneumonic  consolidation  of 
right  upper  lobe.  Lymph  on  surface.  Much  effused  blood  in  pelvic  subperitoneal 
tissue,  and  upper  part  of  left  thigh. 

Compound.  Male,  ajt.  52.  Kicked  by  horse  on  left  thigh.  Oblique  fracture 
in  middle  of  shaft  of  left  femur.     Small  clean  wound  on  anterior  surface  of 
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tliigh,  probably  produced  by  sharp  lower  end  of  upper  fragment.  Wound 
washed  out  with  perchloride  of  mercury  and  dressed  with  iodoform.  Anterior 
plaster-of- Paris  splint  and  long  outside  and  extension.  No  rise  of  temperature. 
Dressed  in  45  days,  when  wound  had  healed  and  femur  firmly  united.  Left 
hospital  cured  in  54  days  ;  f  inch  shortening. 

Compound  comminuted. — Males  2,  females  1.     Left  2,  right  and  left  1. 

1.  Male,  set.  36.  Wheels  of  heavy  van  passed  over  both  thighs.  Compound 
comminuted  fracture  in  upper  third  of  left  femur,  with  two  wounds  on  inner 
surface  of  limb,  leading  into  large  ragged  cavity  full  of  blood-clot,  and  lacerated 
muscle.  Cavity  syringed  out  with  perchloride-of -mercury  lotion,  and  drainage- 
tube  inserted ;  antiseptic  dressings.  Transverse  fracture  in  middle  of  right 
femur.  Both  limbs  put  up  in  anterior  plaster-of- Paris  splint,  long  outside  and 
extension.  Cystitis.  Large  abscess  on  outer  side  of  left  thigh,  16  days  after 
admission.  For  last  week,  temperature  between  100°  and  105°.  No  rigors. 
Died  on  46th  day,  from  exhaustion.  P.M. — Seats  of  fracture  healthy ;  simple 
one  united,  but  no  union  of  compound.  Hypostatic  congestion  of  lower  lobes  of 
lungs.  No  infarcts.  Small  abscess  containing  foetid  pus  on  surface  of  left 
kidney.  Two  or  three  small  phosphatic  calculi  in  bladder,  which  showed  signs 
of  old  cystitis.     Spleen  soft  and  large.     Liver  fatty.     ?  Pya3mia. 

2.  Male,  get.  40.  Kicked  by  horse  on  left  thigh,  and  wheel  of  cart  passed 
over  leg.  On  admission  collapsed.  Compound  comminuted  fracture  just  above 
condyles.  Wound  in  front  of  thigh.  Transverse  fracture  at  upper  end  of  tibia. 
Day  after  admission  wound  opened  up,  and  loose  fragments  removed.  Antiseptic 
dressing  and  long  outside  splint.  Never  recovered  from  shock,  and  died  in  33 
hours  after  admission.     No  post  mortem. 

3.  Female,  set.  71.  Jumped  out  of  first-floor  window.  On  admission  extreme 
shock  ;  compound  commminuted  fracture  lower  end  of  each  femur  into  knee- 
joints.  Wound  on  outer  side  of  each  external  condyle.  Transverse  fracture  of 
right  tibia  just  below  tubercle.  Right  CoUis's  fracture.  Fracture  of  nasal 
bones  and  large  wound  of  forehead.  Wounds  syringed  with  perchloride-of- 
mercury  lotion  and  dressed  with  iodoform.  Limbs  put  up  in  plaster-of- Paris 
and  long  outside  splints,  under  anaesthetic.  Died  a  few  hours  afterwards  from 
shock.  P.M. — Compound  comminuted  fracture  into  each  knee-joint.  Commi- 
nuted fracture  of  left  patella.     Each  joint  full  of  blood. 

Neck  of  femur. — Males  7,  females  12.  C.  16,  D.  3.  Intra-capsular  10;  extra- 
capsular 5 ;  mixed  4 ;  impacted  10 ;  unimpacted  9. 

Fatal  cases. 

1.  Female,  aat.  76.  Fall  on  left  hip.  Leg  tied  over  a  pillow.  Two  attacks  of 
stertorous  breatliing  and  cyanosis  on  14th  day,  when  patient  died.  P.M. — 
Complete  fracture  of  neck  of  femur  within  capsule,  which  was  not  injured.  No 
apparent  cause  for  death. 

2.  Female,  Eet.  75.  Fall  on  left  hip.  No  splint.  Died  on  13th  day  from 
exhaustion  and  bronchitis.  P.M. — Intra-capsular  fracture  of  neck  of  femur. 
No  impaction,  but  locking  between  irregular  fractured  surfaces.  Lungs  emphy- 
sematous and  congested  at  bases,  with  patches  of  broncho-pneumonia. 

3.  Female,  set.  75.  Fall  on  right  hip.  Plaster-of-Paris  and  long  outside 
splints.     Died  on  9th  day  from  exhaustion  and  bronchitis.     P.M. — Extra-  and 
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intra-capsular  fracture  of  neck.  Portion  of  bone,  including  small  trochanter, 
posterior  iuter-trochanteric  line,  and  part  of  great  trochanter,  completely  sepa- 
rated. Extreme  collapse  of  bases  of  lungs,  with  emphysema  of  edges  of  upjier 
lobes,  which  were  full  of  fluid. 

Impacted  fracture  of  great  trochanter. — Male,  at.  28.  Fall  on  ice,  striking 
right  hip.  Presented  all  signs  of  dorsal  dislocation.  Attempted  reduction. 
Exploratory  incision  revealed  nature  of  injury. 

Fractures  of  patella.— Males  11,  females  8.  C.  17,  R.  1,  D.  1.  Right  9, 
left  10;  transverse  IS,  oblique  1.  By  direct  violence  in  8,  muscular  action  in  11. 
One  refracture  after  11  months,  1  old  fracture  of  18  mouths  duration.  Fatal 
case  died  from  intestinal  obstruction. 

Treatment. — No  operation  in  7,  of  which  1  was  treated  with  plaster-of-Paris 
splints  only,  2  with  Mac  Intyre,  and  1  with  back  splint  and  ice-bag,  followed  by 
plaster-of-Paris  splints;  2  with  Mac  Intyre  and  ice-bag;  and  1  plaster  of  Paris 
and  ice-bag. 

Operation  in  11  cases,  of  which  2  were  wired  by  Kocher's  method,  a  stout 
silver  wire  being  passed  through  the  joint  behind  fragments,  and  the  ends  twisted 
over  a  pad  in  front  of  patella.  Wires  removed  on  28th  and  31st  days  respec- 
tively ;  no  suppuration.  Union  apparently  bony  in  1,  fibrous  with  ^  inch  separa- 
tion in  1.     Both  left  hospital  in  plaster  of  Paris,  on  40th  and  41st  days. 

Two  treated  with  pins  passed  through  quadriceps  tendon  and  ligamentum 
patellae,  by  Mayo  Robson's  method.  Pins  removed  on  20th  and  24th  days  respec- 
tively ;  no  suppuration.  Fibrous  union  with  i  inch  separation  in  each  case.  Both 
left  hospital  in  splints,  in  28  and  58  days. 

Two  treated  with  pins  passed  one  in  front  of  each  fragment,  as  close  as  possible 
to  the  bone  (by  Mr.  Anderson's  method).  Pins  approximated  as  in  Mayo 
Robson's  method.  Pins  removed  on  16th  day  in  1,  in  which  union  was  appa- 
rently bony.  Left  hospital  in  splint  in  46  days.  The  other  case  left  hospital 
against  advice,  on  7th  day,  in  Mac  lutyre's  splint ;  pins  removed  in  out-patient 
room  2  days  afterwards.  Readmitted  in  12  days  with  small  abscess,  superficial 
to  patella.     Union  firm  and  fibrous. 

Sis  cases  treated  by  the  open  method. 

1.  Male,  3Bt.  48.  Transverse  fracture  7  days  before  admission;  considerable 
effusion  into  knee-joint.  Plaster-of-Paris  splint  for  7  days.  On  8th  day  joint 
opened,  blood-clot  washed  out  with  perchloride  of  mercury  lotion.  Fragments 
approximated  by  passing  a  silver  wire  round  them  and  twisting  it  in  front. 
Small  drainage-tube  on  outer  side  of  joint.  Iodoform  dressings.  Wire  removed 
on  42nd  day.  Union  firm,  but  fibrous.  Left  hospital  in  plaster-of-Paris  splints 
iu  76  days, 

2.  Male,  set.  26.  Considerable  efl'usion  into  knee.  Mac  Intyre  and  ice-bag  for 
48  hours,  then  joint  opened  by  vertical  incision  and  washed  out  with  1  in  2000 
solution  of  perchloride  of  mercury.  Portion  of  quadriceps  tendon,  torn  from 
upper  fragment  and  still  attached  to  the  lower,  lay  between  fractured  surfaces. 
Fragments  bored  obliquely  and  united  with  double  silver  wire  suture.  Small 
piecQ,  of  oil  silk  as  a  drain,  iodoform  dressings  and  plaster-of-Paris  splint. 
Left  in  splint  on  18th  day,  wound  healed  and  union  apparently  firm. 

3.  Male,  set.  41.     Much  effusion  into  knee.     Mac  Intyre  and  ice-bag  5  days. 
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then  joint  opened  by  vertical  incision  and  washed  out  with  1  in  2000  solution  of 
perchloride  of  mercury.  Torn  ends  of  aponeurosis  found  to  be  inverted  so  as  to 
cover  fractured  surfaces.  Fragments  bored  obliquely  and  wired  with  double 
silver  wire  suture.  Drainage-tube  inserted  on  outer  side  of  joint.  Iodoform 
dressings  and  plaster-of- Paris  splint.  Drainage-tube  i-emoved  on  following  day ; 
some  superficial  suppuration.  Wire  removed  in  35  days ;  union  firm  and  appa- 
rently bony.     Left  hospital  in  49  days  with  superficial  granulating  wound. 

4.  Female,  set.  47.  Considerable  effusion  into  knee.  Five  days  after  admission 
vertical  incision.  Torn  ends  of  aponeurosis  inverted  over  fractured  surfaces. 
Joint  irrigated  with  1  in  4000  solution  of  perchloride  of  mercury.  Fragments 
bored  and  united  by  stout  silver  wire.  No  drainage-tube.  Cyanide  dressings 
and  plaster-of- Paris  splint.  Healed  by  first  intention.  Left  hospital  in  48  days; 
union  apparently  bony,  leather  splint. 

5.  Male,  set.  29.  Wired  by  Kocher's  method  4  months  ago.  Left  off  splint 
1  week  when  he  fell,  striking  same  knee.  Considerable  effusion  in  knee. 
Mac  Intyre  and  ice-bag  for  48  hours,  then  attempt  to  pass  wire  by  Kocher's 
method  failed,  owing  to  union  of  upper  fragment  with  femur.  Four  days  after- 
wards joint  opened  by  horizontal  incision,  upper  fragment  separated  from  femur. 
Joint  irrigated  with  1  in  2000  solution  of  pei'chloride  of  mercury.  Fragments 
bored  obliquely  and  wired  with  two  silver  sutures.  Strip  of  oil  silk  as  drain, 
cyanide  dressings,  and  plaster-of-Paris  splint.  Some  superficial  suppuration. 
Left  hospital  in  56  days  with  plaster-of-Paris  splint;  union  firm  and  apparently 
bony. 

6.  Male,  ajt.  51.  Fracture  of  18  months  duration ;  more  separation  since  a 
fall  on  day  of  admission,  when  there  was  an  interval  of  about  2^  inches.  Joint 
opened  12  days  after  admission,  fractured  surfaces  freshened.  Tenotomy  of 
quadriceps  tendon  in  order  to  allow  of  approximation  of  fragments,  which  were 
wired  with  3  silver  sutures.  Joint  irrigated  with  boracic  lotion.  Iodoform 
dressings,  and  drainage-tube  on  each  side.  Plaster-of-Paris  splint.  Healing  by 
first  intention.  Tubes  removed  in  17  days.  Left  hospital  in  61  days  ;  firm,  and 
apparently  bony,  union. 

Fatal  case. — Male,  a)t.  49.  Admitted  with  transverse  fracture  of  left  patella 
and  treated  with  Mac  Intyre  and  ice-bag.  Distension  of  abdomen  commenced 
on  3rd  day,  not  relieved  by  enemata  or  purgatives,  but  rapidly  increased. 
Vomiting  on  next  day,  when  patient  became  collapsed,  and  died.  History  of 
"diarrhcca"  for  2  or  3  years.  P.M. — Distension  of  small  intestine  and  colon  as 
far  as  middle  of  descending  portion,  where  there  was  mechanical  obstruction, 
from  this  spot  the  colon  was  collapsed  and  narrowed  as  far  as  commencement  of 
rectum.  Wall  of  this  portion  of  gut  measured  ^  inch  in  thickness.  On  micro- 
scopic examination  it  proved  to  be  caused  by  great  thickening  of  muscular  coat 
and  submucous  tissue.     No  sign  of  new  growth. 

Fractures  of  tibia  andJibula.—UA\es92,  females  27.  C.  118,  D.  1.  Right  68, 
left  52  (both  legs  in  1  case).  By  direct  violence  in  23,  indirect  93,  undeter- 
mined 2.  Transverse  47  ;  oblique  35  ;  comminuted  of  tibia  7,  of  fibula  4;  Potts' 
29 ;  tibia  fractured  in  two  places  in  2 ;  upper  third  3 ;  middle  third  18  ;  lower 
third  69. 

Complications. — Rupture  of  urethra  1  (catheter  tied  in  for  4  days)  ;  delirium 
tremens  in  1 ;  umbilical  hernia  1  case,  radical  cure,  peritonitis,  and  death  (see 
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Hernia  Table) ;  traumatic  delirium  in  1 ;  pneumonia  in  1 ;  bronchitis  in  1 ; 
gout  in  1 ;  wound  of  leg  in  1 ;  hsematoraa  of  leg  in  1 ;  erysipelas  of  fractured 
leg  in  2  (admitted  with  the  rash). 

Treatment. — All  with  plaster-of- Paris  splints  except  1,  with  erysipelas  of  leg, 
put  on  Neville's  splint,  and  2  in  which  amputation  of  thigh  was  performed :  1  for 
extensive  comminution  and  threatening  gangrene,  and  1  after  incisions  for 
cellulo-cutaneous  erysipelas,  with  which  patient  was  admitted. 

Compound.— Mules  16,  females  4.  C.  17,  D.  3.  Right  9,  left  13  (1  double). 
By  direct  violence  in  15  ;  indirect  in  5.  Comminution  in  7  (fibula  only  in  1)  > 
transverse  2;  Potts'  1;  others  oblique.  In  upper  third  1 ;  middle  third  7; 
lower  third  13. 

Treatment. — One  case  amputated  in  lower  third  of  thigh ;  1  case  through 
knee-joint;  4  cases  in  upper  third  of  leg  (1  two  days  after  admission).  Tibia 
wired  in  1.  Thirteen  cases  washed  out  with  1  in  2000  Hyd.  Perchlor.  and 
dressed  antiseptically ;  12  put  up  in  plaster-of -Paris  splints,  1  in  Neville; 
fragments  of  loose  bone  removed  in  2  cases. 

Complications. — Simple  fracture  of  tibia  and  fibula  in  1 ;  concussion  in  1 ; 
scalp  wound  in  1 ;  ha;matoma  of  ankle  in  1 ;  perityphlitis  in  1 ;  delirium  tremens 
in  1 ;  necrosis  in  1 ;  union  weak  on  discharge  in  4,  in  2  of  which  necrosed  bone 
not  separated. 

Fatal  cases. 

1.  Male,  set.  58.  Run  over  by  waggon.  Extensive  compound  comminuted 
fracture  of  right  tibia  and  fibula,  3  inches  of  tibia  projecting  from  wound.  Foot 
cold.  Amputation  in  upper  third  of  leg.  Died  from  shock  18  hours  after 
amputation.     P.M. — Emphysema  of  lung ;  cirrhosis  of  liver. 

2.  Male,  aet.  38.  Run  over  by  heavy  cart.  Compound  fracture  of  left  tibia 
and  fibula  in  lower  third;  tibia  transverse,  fibula  comminuted.  No  pulsation  in 
tibials.  Fragments  removed,  wound  washed  out  with  1  in  2000  Hyd.  Perchlor. 
Antiseptic  dressings  and  Mac  Intyre's  splint.  Signs  of  commencing  gangrene  in 
foot  next  day.  Refused  amputation,  but  consented  on  3rd  day,  when  leg  was 
amputated  in  upper  third.  Posterior  tibial  vessels  ruptured,  anterior  normal. 
Became  very  delirious  after  operation,  and  died  in  24  hours.  P.M. — Organs 
normal ;  no  other  injury. 

3.  Female,  set.  60.  Fall  in  street  with  foot  under  her,  walked  some  distance 
afterwards.  On  admission  compound  Pott's  fracture,  transverse  wound  over 
internal  malleolus,  lower  end  of  tibia  protruding  and  very  dirty,  as  if  walked 
upon  in  mud.  Joint  washed  out  with  1  in  40  carbolic.  Antiseptic  dressings  and 
plaster-of-Paris  splints;  wound  became  sloughy  and  cellulitis  spread  up  the 
leg.  Transferred  to  Anne  Ward  on  4th  day ;  refused  to  have  leg  off",  but  con- 
sented 3  days  later,  when  leg  was  amputated  in  upper  third.  Flaps  sloughed ; 
temperature  high  and  irregular,  100°  to  106°.  Rigors.  Died  9  days  after  amputa- 
tion. P.M. — Hypostatic  pneumonia,  both  lungs  ;  organs  soft  and  decomposed ; 
no  infarcts. 

Tibia.— MaXes  36,  females  12.  C.  48.  Right  22,  left  26.  By  direct  violence 
in  11 ;  indirect  in  37.  In  upper  third  4 ;  middle  third  13 ;  lower  third  28. 
Internal  malleolus  2.  Vertical  fracture  of  head  into  knee-joint  1,  the  fragment 
cons'sting  of  the  outer  tuberosity  and  part  of  the  tubercle.  Direction  of  fracture 
transverse  in  32,  oblique  in  10.     Comminuted  2;  greenstick  3. 
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Complications.— S'\m\t\e  comminuted  fracture  of  humerus,  with  much  subcuta- 
neous kceration  in  1,  amputation  in  upper  third  of  arm  j  synovitis  of  knee  in  1 ; 
broncho-pneumonia  in  1. 

Treatment.— Fliistev-oi'VuYis  splints  in  all ;  1  case,  with  synovitis  of  knee, 
treated  at  first  upon  a  Mac  Intyre.  Delayed  union  in  male  set.  47;  not  quite  firm 
on  discharge  on  50th  day. 

Compound. — Female,  set.  53.  Fell  with  right  leg  under  her.  On  examination 
transverse  fracture  at  junction  of  middle  and  lower  thirds  of  right  tibia;  small 
wound  on  front  of  leg,  communicating  with  fracture.  Washed  with  1  in  2000 
perchloride-of-mercury  lotion,  dressed  with  cyanide,  and  put  up  in  plaster-of- 
Paris  splints.  Discharged  in  29  days ;  wound  healed,  good  union,  but  not  quite 
firm. 

Fibula.— 'Slales  17,  females  3.  C.  20.  Right  P,  left  11 ;  all  in  lower  third. 
By  direct  \-iolence  in  1,  indirect  violence  in  19.  In  5  cases  there  was  rupture  of 
the  deltoid  ligament  and  typical  displacement  of  Potts'  fracture.  All  treated 
with  plaster-of- Paris  splints. 

Os  calcis. — Male,  set.  53.  Fall  (?)  30  feet,  alighting  on  heels.  Vertical  frac- 
ture of  left  OS  calcis,  separatng  the  posterior  inch  of  the  bone ;  no  displacement. 
Plaster-of- Paris  splint  applied.     Left  hospital  in  17  days. 

Compound  comminuted  fracture  of  metatarsus. — Male,  £et.  26.  Crush  of  right 
foot  bv  wheel  of  tramcar;  much  laceration.  Incision  day  after  admission; 
mercurial  bath  for  10  days;  modified  Cbopart's  amputation  41  days  after  admis- 
sion, and  Syme's  4  days  later,  owing  to  sloughing  of  flaps  and  pus  burrowing  up 
sheaths  of  Peronei  tendons. 

Phalanges  {compound  comminnted fracture), — Males  4.  C.  4.  Amputation  at 
raetatarso-phalangeal  joint  in  all. 
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Special  Table  I. — A.   {Strangulated 


No. 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 


13 


14 


Occupation. 


Lubourer 

Carman 

Plasterer 

Leather  dresser 

Messenger 

Brush  maker 

Carpenter 

Park-keeper 

Labourer 

Nil 

Malt  roaster 

Nil 


Labourer 


Labourer 


Sex. 


M. 
M. 
M. 
M. 
M. 
M. 
M. 
M. 
M. 
M. 
M. 
M. 


Side. 


Duration  of 
hernia. 


38 
48 
20 
46 
58 
33 
60 
32 
28 
5 
41 
5  weeks 


R. 
L. 
R. 
R. 
R. 
R. 
R. 
R. 
R. 
R. 
R. 
R. 


2  years 

6  years 

8  years 

10  years 

16  years 

4  years 

2  years 

4  years 

2  days 

Several 
hours 
2  hours 

Several 
hours 


Duration  of 
strangulation. 


6  hours 
48  hours 
3  hours 

2  days 

3  hours 
48  hours 

3  hours 

12  hours 

Several 
hours 
2  hours 

Several 
hours 


Structure  of 
hernia. 


?  Enterocele 

?  Epiplocele 

?  Enterocele 

?  Entero- 
epiplocele 


?  Enterocele 


B.  {Strangulated  Inguinal  Hernia.     Reduction 


M. 


M. 


52 


35 


L.     '    30  years    '    30  hours 


20  years 


6  hours 


?  Entero- 
epiplocele 


Enterocele 
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Inguiiial  Hernia.     No  operation.) 


Treatment. 


Ice-bag  followed  by  taxis ;  new  truss 
Ice-bag  followed  by  taxis;  new  truss 
Ice-bag  followed  by  taxis  j  new  truss 
Ice-bag  followed  by  taxis 

Taxis;    ice-bag;    truss   with    hollow 

pad 
Chloroform    and    taxis    15    minutes; 

new  truss 
lee-bag;     taxis    under    chloroform; 

double  truss 
Truss 

Ice-bag  and  taxis ;  truss 

Ice-bag ;  pad  and  bandage 

Hot  bath;  ice-bag;  truss 

Hot  lead  lotion ;  circumcision 


No.  of 
days  in 
liospital. 

Result. 

1 

C. 

1 

C. 

1 

c. 

2 

c. 

28 

c. 

11 

c. 

6 

c. 

2 

c. 

21 

c. 

2 

c. 

7 

c. 

6 

c. 

Rfiiiarks. 


Had   worn    truss    till    14  days  ago, 

when  it  broke. 
Similar  attack  2  years  ago,  reduced 

here  in  same  way. 


Left    hospital    against    advice    with 

some  adherent  omentum  in  the  sac. 
Some  adherent  omentum  remained  in 

sac.    Subject  of  osteitis  deformans 
Similar  attack  2  years  ago,  reduced 

here  in  same  way. 
Also   small    reducible   left   inguinal 
I     hernia. 

j  Hernia  went  back  spontaneously  be 
I  fore  patient  arrived  in  the  ward. 
Reduced  spontaneously  after  a  few 

hours.     (Congenital  hernia.) 
Hernia  surrounded  testicle. 

'Reduced  spontaneously  in  3  hours. 

.Hydrocele  below  and  tense  hernia 
I  above.  Reduced  in  few  hours  after 
I     admission.     Vei*y  tight  phimosis. 


under  Ansesthetic.     Subsequent  Radical  Cure.) 


Taxis  under  ether  and  partial  reduc- 
tion. Radical  cure  37  days  after- 
wards. Sac  opened,  large  mass  of 
adherent  omentum  ligatured  in  7 
portions  with  silk  and  removed; 
stumps  returned.  Sac  dissected 
free,  neck  ligatured  with  silk,  and 
fundus  removed.  Pillars  of  ring 
approximated  with  double  silk 
suture ;  strip  of  oil  silk  as  drain. 
Iodoform  dressings 

Ice-bag  followed  by  taxis.  Radical 
cure  9  days  after.  Congenital  sac 
with  elements  of  cord  spread  out 
on  it.  Sac  dissected  free  and  re 
moved  after  ligature  of  its  neck,  a 
small  portion  being  left  to  form  a 
tunica  vaginalis.  Pillars  of  ring 
sutured.  No*draiuage  tube.  Iodo- 
form dressings 


69 


23 


C. 


Sutures  removed  on  9th  day ;  wound 
healed  almost  entirely  by  first  in^ 
tention.  Some  orchitis  on  4th  day 
Temp,  never  above  99°.  Scar  firm 
Ordered  a  truss. 


Healed  by  first  intention.    Scar  firm 
No  protrusion.     Ordered  a  truss. 
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C.  {Strangulated  Inguinal  Hernia.     Congenital 


No. 


15 


Occupation. 


Carman 


16 


Cheesemonger 


17 


18 


Milkman 


Labourer 


19 


Railway  porter 


20 


Nil 


M. 


M. 


M. 


M. 


M. 


M. 


Age. 


46 


34 


21 


57 


50 


1t\ 


Side. 


R. 


R. 


Duration  of 
hernia. 


10  years 


17  years 


9  years 


10  years 


Duration  of 
strangulation. 


8  hours 


24  hours 


2  Lours 


22  hours 


32  years 


It?  years 


18  hours 


36  hours 


Structure  of 
hernia. 


Enterocele 
_  (large 
intestine) 


Enterocele 


Entero- 
epiplocele 


?  Enterocele 
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Treatment. 


jS'o.  of 
(lays  ill 
hospital 


Chloroform  followed  by  ether.  Sac 
opened ;  stricture  divided  and  gut 
reduced.  Sac  then  divided  across 
horizontally,  and  lower  portion  left 
to  form  tunica  vaginalis.  Upper 
part  dissected  free,  puckered  up  by 
nieans  of  silk  suture,  and  drawn 
into  the  inguinal  canal  to  form  a 
plug;  ends  of  suture  passed  through 
pillars  of  ring  and  tied,  thus  fixing 
the  plug  in  the  canal.  No  drainage- 
tube.  Continuous  suture.  Cyanide 
and  mercurial  dressings 

Sac  opened,  stricture  divided,  and  gut 
reduced.  Testicle,  together  with 
sac,  dissected  free,  ligatured,  and 
removed.  Pillars  of  ring  approxi- 
mated with  four  sutures.  Strip  of 
oil  silk  as  drain.  Iodoform  dress- 
ings 

Sac  opened,  stricture  divided,  and 
bowel  reduced.  Neck  of  sac  liga- 
tured and  upper  portion  removed ; 
lower  left  to  form  a  tunica  vagi- 
nalis.    Iodoform  dressings 

Sac  opened,  stricture  divided,  and  gut 
returned.  Upper  part  of  sac  dis 
sected  free,  neck  twisted  and  fixed 
in  inguinal  canal  by  two  sutures 
passed  through  pillars  of  ring.  No 
drainage-tube.     Cyanide  dressings 


Sac  opened,  stricture  divided,  and  gut 
reduced.  Omentum  ligatured  in 
three  portions,  cut  off,  and  stumps 
returned.  Sac  divided  across  hori 
zontally  j  upper  part  dissected  free 
and  removed  after  ligature  of  neck ; 
lower  part  left  to  form  a  tunica 
vaginalis.     Pillars  of  ring  sutured 

Contents  of  sac  reduced  under  chloro- 
form, and  radical  cure  proceeded 
with.  Sac  opened,  dissected  free, 
and  removed  alter  ligature  of  its 
neck.  No  drainage-tube.  Cyanide 
dressiugrs 


25 


13 


13 


13 


25 


Result. 


c. 


c. 


Remarks. 


Congenital  sac  containing  about  3  feet 
of  congested  small  gut,  and  3  or  4 
ounces  of  serous  fluid.  Ecchymosis 
of  mesentery  at  seat  of  constriction. 
Suture  removed  on  8th  day.  Wound 
healed  by  first  intention.  Firm 
mass  can  be  felt  in  inguinal  canal, 
occupying  nearly  its  whole  length. 
No  protrusion.     No  truss  ordered. 


Testicle  small  and  soft,  situated  just 
outside  external  ring.  Sac  contained 
large  gut  and  ?  caecum.  Slight 
ecchymosis  of  walls.  Sutures  re- 
moved on  8th  day.  A  little  super- 
ficial suppuration.  No  protrusion. 
Small  granulating  surface  on  dis- 
charge from  hospital. 

Coil  of  small  gut  tightly  nipped  and 
dark  in  colour,with  adherant  lymph 
on  surface.  Some  orchitis  2  days 
after  operation.  A  little  superficial 
suppuration,  due  probably  to  urine 
in  dressings. 

Had  worn  a  truss  for  10  years,  which 
failed  to  control  the  hernia.  Taxis 
under  chloroform  for  one  hour  the 
night  before  admission.  A  rent  2 
inches  long  was  found  on  inner  side 
of  the  sac.  Bowel  congested  and 
ecchymosed.  6  to  8  ounces  of  serum 
and  blood-clot  in  sac.  Constriction 
not  tight.  Sutures  removed  on  6th 
day.  Wound  healed  by  first  in- 
tention. No  protrusion.  Light 
truss  ordered. 

Veryalcoholic  subject.  About 5  inches 
of  congested  bowel  in  sac.  Sutures 
removed  on  9th  day.  Wound  healed 
by  first  intention.  No  protrusion.'. 
Light  truss  ordered.  I 


Hernia  of  funicular  variety ;  sac  only] 
separated  from  testicle  by  a  thin! 
septum.  Wound  healed  by  first] 
intention.  j 
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No. 


21 


22 


23 


Occupation. 


Salesman 


Greengrocer 


Labourer 


Sex. 


M. 


M. 


M. 


Age. 


30 


23 


38 


Side. 


Duration  of  |  Duration  of 
liernia.       j  strangulation. 


R.     I     9  hours 


9  hours 


R.         2  years     4  or  5  hours 


R.     !    20  years 

i 
I 


17  hours 


Structiu'e  of 
hernia. 


Enterocele 


Entero- 
epiplocele 


D.   {Strangulated  Inguinal  Hernia.     Congenital. 

24  Labourer  M.  57  R.         20  years    [     25  days 


25 


26 


Warehouseman 


Bricklayer 


E.  {Strangulated  Inguinal  Hernia.     Acquired. 

Epiplocele 


M.  39 


M. 


36 


R.     I    30  years 
and 

25  years 


2  years 


48  hours 


24  hours 


Enterocele 
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Treatment. 


Sac  opened,  strieture  divided  (at  in-      18 

teruiil  ring),  and  gut  reduced.    Sac 

dissected  free,  and  removed  after 

ligature  of  its  neck.    Pillars  of  ring 

sutured.    No  drainage-tube.    Cya- 
nide and  mercurial  dressings 
Sac  opened,  stricture  divided,  and  gut      16     \     C. 

returned.     Sac  dissected  free,  and 

removed  after  ligature  of  its  neck. 

No  drainage-tube 
Sac  opened,  stricture  divided,  and  gut      13  C. 

reduced.     Omentum  ligatured  and 

cutoff;  stump  returned.    Sac  dis- 
sected  free,   neck    ligatured,   and 

fundus  removed.     Pillars  of  ring 

sutured  with  two  kangaroo  tendons 

Herniotomy,  with  Excision  of  Intestine.) 


Sac  opened,  stricture  divided;  21 
inches  of  gut  excised,  including 
about  one  inch  of  healthy  gut  at 
each  end  of  gangrenous  loop.  Ends 
of  gut  sutured  together  by  two 
rows  of  fine  silk  sutures,  the  mucous 
membrane  being-  united  by  the 
first  set,  and  the  peritoneal  sur- 
faces by  the  second  (Lembert's). 
V-shaped  gap  in  mesentery  sutured. 
Sutured  gut  left  just  outside  neck 
of  sac,  which  was  lightly  plugged 
with  iodoform  gauze 


Herniotomy,  with  Radical  Cure.) 


D. 


Ice-biig  for  some  hours,  followed  by 
operation.  Sac  opened.  Inflamo(l 
strangulated  omentum  ligatured 
and  cut  oft';  stump  i-eturned.  Sac 
dissected  free,  and  cut  off  after 
ligature  of  its  neck  with  catgut. 
Riug  not  sutured.  No  drainage- 
tube.     Iodoform  dressings 

Chloroform.  Sac  opened,  stricture  at 
external  ring  divided,  and  gut  re- 
turned. Sac  dissected  free,  and 
removed  after  ligature  o!  its  neck. 
One  suture  used  to  approximate 
pillars  of  ring.  Small  drainage-tube. 
Cyanide  and  mercurial  dressings 


20 


C. 


15 


Rtmuiks. 


Hernia    of  funicular   variety.      Sac 
communicated    with    tunica   vagi 
nalis  by  an  opening  ^  of  an  inch  in 
diameter.     Wound  healed  by  first 
intention. 

Funicular  hernia.  Sutures  removed 
on  6th  day.  Wound  healed  by  first 
intention. 

Knuckle  of  congested  gut  surrounded 
by  omentum.  Funicular  hernia; 
sac  communicated  with  cavity  of 
tunica  vaginalis  by  hole  size  of 
No.  1  catheter.  Wound  healed  by 
first  intention.     Truss  ordered. 


Symptoms  for  5  days.  No  treatment 
On  admission  general  condition 
very  bad.  Hernia  size  of  cocoa-nut; 
skin  red ;  gut  grey  and  sloughing 
at  seat  of  stricture;  loop  quite 
black,  but  still  glossy ;  wound  re 
mained  perfectly  sweet.  Vomitinr 
ceased  for  several  hours  after  ope- 
ration, but  then  recommenced,  and 
continued  up  till  death  on  2nd  day 
from  exhaustion.  Fed  per  rectum. 
P.M. — About  one  pint  of  blood- 
stained serum  in  peritoneal  cavity; 
no  peritonitis;  site  of  suture  just 
above  ileo-csecal  valve;  good  union ; 
lumen  small  at  site  of  suture;  in- 
testines above  distended. 


Strangulation  not  tight,  and  no  stric- 
ture needed  division.  Sutvires  re- 
moved ou  8th  day.  Wound  healed 
by  first  intention.  No  protrusion. 
Small  reducible  hernia  on  left  side. 


Knuckle  of  deeply  congested,  but 
glossy,  gut.  Tube  removed  on  2nd 
day;  sutures  on  9ih.  Wound 
healed  by  first  intention.  Ordered 
a  truss. 
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No. 

Occupation. 

Sex. 

Age. 

Side. 

Duration         Duration  of 
of  hernia,      strangulation. 

1 

Structure  of 
liernia. 

27 

Binder 

M. 

20 

R. 

3  liours 

3  hours 

Enterocele 

28 

Cab-driver 

M. 

54 

R. 

10  years 

7  hours 

" 

29 

Labourer 

M. 

61 

L. 

8  years 

36  hours 

" 

30 

Teacher 

M. 

45 

L. 
aud 
R. 

10—15 
years 

F-  ( 

13  hours 
Strangula 

Entero- 
epiplocele 

ted  Femoral 

31 

Married 

F. 

36 

H. 

4  years 

12  hours 

?  Eutero- 
epiplocele 

32 

Married 

F. 

31 

L. 

G.  ( 

1|  years 

Strangida 

48  hours 

ted  Femoral 

Enterocele 

33 

Married 

F. 

62 

R. 

10—12 
years 

48  hours 

Entero- 
epiplocele 
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Treatment. 


No.  of 
I  days  in 
hospital, 


Result. 


Sac    opened,   gut    reduced    without      15 
division  of  stricture.    Sac  removed 
after  ligature  of  its  neck.     Pillars 
of    ring   not   sutured.      Iodoform 
dressings 

Chloroform  and  ether.  Sac  opened,  52 
stricture  divided,  and  gut  returned. 
Sac  dissected  free,  lower  part  re- 
moved, and  upper  puckered  up  by 
means  of  silk  suture,  and  drawn 
into  inguinal  canal.  Ends  of  suture 
passed  through  pillars  of  ring  and 
tied,  fixing  the  plug  in  the  canal. 
Short  drainage-tube.  Continuous 
suture.     Cyanide  dressings 

On  dividing  structures  over  neck  of!  18 
sac  hernia  slipped  back  readily.] 
Sac  removed  after  ligature  of  its- 
neck.  Two  lipomata  of  cord,  which 
overlapped  the  sac,  were  removed.! 
Pillars  of  ring  approximated  by  twol 
silk  sutures.     No  drainage-tube 

Sac  opened,  stricture  divided.  Large 
mass  of  adherent  omentum  removed 
after  ligature.  Owing  to  distension 
of  gut  and  oedema  of  its  walls  com- 
plete reduction  impossible.  Gut  in- 
cised, and  about  10  ounces  of  black 
blood  escaped.  Incision  closed  with 
five  Lembert's  sutures  and  gut  re- 
duced. Inguinal  canal  and  pillars  of 
ring  closed  with  Lembert's  sutures. 
Sac  left  in  situ.  Iodoform  dressings 

Hernia.     No  Operation.) 

jTaxis,    after    ice-bag,   for    9   hours.      15 
Truss 


Hernia.     Herniotomy.) 

Chloroform.      Sac  opened,   stricture      16 
j     divided,  gut  returned.  Sac  removed 
I     without  ligature  of  its  neck.     No| 
'     drainage-tube.    Iodoform  dressings 

Sac  opened,  stricture  divided.    Omen-'     47 
tum  removed  after  ligature.     Gut 
reduced  just  within  internal  ring. 
Sac  left  in  situ.     Drainage-tube     i 


C. 


Remarks. 


Hernia  appeared  suddenly  while  walk- 
ing. Sutures  removed  on  9th  day 
Wound  healed  by  first  intention. 


Sac  contained  about  6  feet  of  small 
intestine,  ecchymosed  on  surface. 
Lax  hydrocele  not  interfered  with 
3  hours  after  operation  passed  about 
a  pint  of  dark  fluid  blood  per 
rectum.  Tube  removed  on  3rd  day; 
sutures  on  5th.  Slight  suppuration 
at  upper  part  of  wound.  Small 
granulating  surface  on  discharge 
from  hospital.  No  protrusion.  Firm 
plug  felt  in  canal. 

Taxis  under  chloroform  before  ad 
mission.  Wound  healed  by  first 
intention.     Truss  ordered. 


Strangulated  while  at  stool.  Taxis 
by  two  doctors  before  admission. 
Sac  very  thick  and  adherent,  and 
patient  too  feeble  to  allow  of  any 
longer  operation  for  its  removal. 
Slight  distension  of  abdomen  day 
after  operation.  Temp.  101"2^. 
No  sickness.  Delirious  next  day. 
Bronchitis  and  emphysema.  No 
P.M. 


j  Portion  of  hernia  remained  in  sac  foi 

i     some  days  after  reduction  of  chief 

mass. 


Large  quantity  of  serous  fluid  drained 

I     from  abdominal  cavity  on  opening 

[  sac.  Sutures  removed  on  6th  day. 
Wound  healed  by  first  intention. 
Truss  ordered. 

Gut  tightly  nipped.  Semi-gangrenous 
patches  here  and  there.  Discharge 
of  fsecal-smelling  pus  up  till  10 
davs  before  patient  left  hospital, 
when  discharge  was  quite  sweet. 
Small  sinus  I2  inches  long,  and  ap- 

!     parently  not  connected  with  gut. 
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3-i 


35 


36 


37 


38 


39 


Occupation. 


Married 


Single 


Married 


F. 


F. 


48 


44 


38 


34 


35 


62 


Side 


R. 


K. 


Duration  of      Duration  of 
hernia.         strangulation 


1§  years   24  hours 


2  days 


3  years 


7  days 


2  days 


24  hours 


Structure  of 
hernia. 


Entero- 
epiplocele 


Epiplocele 


Entero- 
epiplocele 


7  days         Eaterocele 


li  years    '    48  hours 


9  years        24  hours  Eutero- 

epiplocele 
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Sac  opened.  Omentuin  removed  after 
ligature.  Stricture  divided,  and 
gut  returned  just  within  internal 
ring.  Sac  removed  without  liga- 
ture of  its  neck.  Drainage-tube. 
Iodoform  and  mercurial  dressings 


Treatment. 


No.  of 
days  in 
hospital. 


Sac  opened,  stricture  divided.    Omen 
tum    ligatured   and   cut   off.     Sac 
removed   without   ligature    of    its 
neck.     Drainage-tube 

Sac  opened,  stricture  divided.  Omen- 
tum ligatured  and  removed.  Gut 
reduced.  Sac  removed  without 
ligature  of  its  neck.  Drainage- 
tube.     Cyanide  dressings 

Ether.  Sac  opened  and  stricture 
divided.  Perforation  in  gangrenous 
gut  sewn  to  edges  of  wound.  Iodo- 
form dressings 


Sac  opened.  Gut  sutured  to  edges  of 
wound. 

Operation  for  closure  of  artificial 
anus  5  months  after  admission. — 
Abdominal  section  in  mid-line;  affe- 
rent and  efferent  portions  of  gut 
divided,  and  ends  united  by  double 
row  of  silk  sutures;  cut  ends  of 
gut  passing  to  internal  abdominal 
ring  invaginated  and  sewn  up. 

Chloroform.  Sac  opened,  stricture 
divided.  Mass  of  omentum  sur 
rounding  knuckle  of  gut.  Omentum 
ligatured  in  sevei'al  portions  and  cut 
off.  Gut  reduced.  Sac  removed 
without  ligature  of  neck.  No  drain 
age-tube.     Cyanide  dressings 


VOL.  XXI. 


96 


19 


16 


164 


21 


Result. 


Kemarks. 


Omentum  adherent  to  sac  at  one  spot; 
tight  strangulation ;  gut  deeply 
congested.  Tube  shortened  on  4th 
day  and  removed,  with  sutures  on 
9th.  Faecal  discharge  from  wound 
on  12th  day.  1  month  after  ope- 
ration attacks  of  slight  distension, 
pain,  and  vomiting;  pus  and  blood 
per  rectum.  Fistula  enlarged,  and 
abscess  discovered  surrounding 
bowel;  cavity  drained,  gradually 
filled  up.  On  leaving  hospital  small 
fistula,  with  slight  fajcal  discharge 
every  few  days;  healed  in  the 
intervals. 

Omentum  almost  black,  but  not  offen 
sive.  Tube  removed  on  3rd  day 
Wound  healed  by  first  intention 
Light  truss. 

Gut  dark  and  oedematous.  Large 
amount  of  serous  fluid  escaped  from 
abdominal  cavity.  Tube  removed 
on  6th  day.  Wound  healed  by  first 
intention.     Light  truss. 

Large  umbilical  hernia  with  good  im- 
pulse. Right  femoral  hernia,  skin 
red  and  boggy.  Sac  contained 
knuckle  of  perforated,  gangrenous 
gut.  Very  little  escape  from  arti 
ficial  anus.  Died  from  collapse  19 
hours  after  operation.  P.M. — Gan- 
grenous portion,  1  inch  long,  7  feet 
from  ilio-csecal  valve ;  slight  early 
peritonitis;  numerous  black  extra- 
vasations in  lungs,  which  were 
congested. 

Gut  apparently  beyond  recovery;  gave 
way  on  3rd  day.  All  fsecal  matter 
escaped  by  artificial  anus,  setting 
up  extensive  eczema  of  abdominal 
wall.  Never  passed  anything  per 
rectum.  Died  on  5th  day  after 
closure  of  artificial  anus.  P.M. — 
Gangrene  of  stumps  of  intestine 
passing  to  internal  abdominal  ring ; 
pelvic  peritonitis. 

Adhesions  between  omentum  and  neck 
of  sac  not  disturbed.  Passed  about 
1^  ounces  of  blood  and  mucus  per 
rectum  3  hours  after  operation 
Rigor  next  day.  Bowels  open  on  4th 
day  naturally.  Wound  healed  by  first 
intention.  Died  suddenly  in  attack 
of  stertorous  breathing  while  sitting 
up  eating  breakfast.  No  P.M.  exam 
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No, 


40 


41 


Occupation. 


Married 


Single 


Sex. 


68 


41 


Side. 


Duration  of      Duration  of        Structure  of 
hernia.        strangulation.  hernia. 


10—15  4  days 

years 


3—4 

montbs 


5  days 


Entero- 
epiplocele 


Enterocele 


42  Widow 


43 


U 


45 


46 


Married 


H.  {Strangulated  Femoral  Hernia 

P.  72  R.         3  years         3  days        Epiplocele 


F. 


49 


54 


R. 


63         t     L. 


35 


15  years 


12  years 


Many  years 


14  years 


2  days 


16  hours 


16  hours 


3  days 


Entero- 
epiplocele 
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Treatment. 


Sac  opened,  stricture  divided,  small 
piece  of  omentutn  removed.  Gut 
reduced.  Sac  left  in  situ.  No 
drainage-tube 


No.  of 

days  in  i  Result, 
hospital. 


Ether.  Sac  opened,  stricture  divided. 
Gut  left  in  situ.  Upper  part  of 
wound  sutured 


D. 


D. 


Herniotomy,  luith  Radical  Cure.) 


Ice-bag  followed  by  chloroform.  Sac 
opened,  stricture  divided.  Omentum 
ligatured  and  cut  off,  after  separa- 
tion of  adhesions.  Sac  removed 
after  ligature  of  its  neck 

Sac  opened,  stricture  divided.  Omen- 
tum ligatured  and  removed  j  sac 
treated  in  same  way.  Iodoform 
dressings 

Chloroform.  Sac  opened,  stricture 
divided.  Omentum  cut  ofp  after 
ligature.  Gut  reduced.  Sac  dis- 
sected free,  neck  ligatured,  and 
fundus  removed.   No  drainage-tube 

Sac  opened,  stricture  divided.  Small 
knuckle  of  gut  returned,  as  well  as 
surrounding  omentum.  Sac  re- 
moved after  ligature  of  its  neck 


Sac  opened,  stricture  divided,  gut  re- 
duced. Omentum  ligatured  and 
removed  after  separation  of  adhe- 
sions. Sac  lig&tured  at  neck  and 
fundus  removed.  Silver- wire  su- 
tures and  iodoform  dressings 


23 


17 


21 


20 


42 


Remarks. 


Sac  very  thick,  bowel  rather  doubtful 

Gradually  sank  and  died  8  hours 
after  operation.  P.M.  —  Great 
omentum  firmly  adherent  in  left 
femoral  canal;  dark  portion  of 
bowel,  4  inches  long,  situated  4  feet 
from  commencement  of  jejunum ; 
definite  constriction  at  upper  limit ; 
no  perforation,  and  gut  probably 
recoverable ;  no  peritonitis ;  cedema 
of  lungs. 
Symptoms  5  days.  Gut  black  and  grey 
at  site  of  stricture.  Adhesions  dis- 
turbed as  little  as  possible.  Frequent 
faecal  vomiting.  Died  4  hours  after 
operation.  P.M. — Small  knuckle  of 
ashen-grey  gut  in  left  femoral  canal, 
easily  reducible ;  portion  of  lumen 
next  mesentery  patent  (Littre's 
hernia);  affected  portion  10  feet 
from  ilio-csecal  valve;  no  perito- 
nitis. 


Sutures  removed  on  7th  day.  "Wound 
healed  by  first  intention.  Light 
truss  ordered. 


Wound  healed  by  first  intention.   No 
protrusion. 


Omentum  adherent  to  neck  of  sac. 
Gut  congested.  Wound  healed  by 
first  intention.     Truss  ordered. 


Same  hernia  operated  upon  many 
years  ago.  Confined  in  York  Road 
Hospital  13  days  before  admission. 
Ice-bag  and  taxis  had  been  tried 
there.  Sutures  removed  on  9th  day. 
Wound  healed  by  first  intention. 

Large  mass  of  omentum  with  varicose 
veins.  Sutures  removed  on  8th 
day.  Wound  healed  by  first  inten- 
tion. Silk  ligature  sloughed  out  on 
20th  day. 
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I.  {Strangulated 


No.  Occupation. 


47 


48 


49 


Married 


Married 


Married 


Sex.  Age. 


46 


Side. 


Duration  of 
hernia. 


4  years 


Duration  of  i     Structure  of 
strangulation.,  hernia. 


24  hours 


F. 


53 


J.  {Strangulated  Umbilical 

—      Many  years    48  hours  Entero- 

epiplocele 


K.   {Strangulated  Umbilical  Hernia. 


45 


7  years       48  hours 


Entero- 
epiplocele 


50 


Married 


L.   {Strangulated  Umbilical  Hernia. 

Eutero- 
epiplocele 


F. 

48 

2  years 

4  days 
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Umbilical  Hernia. 


Treatment. 


No.  of 
days  in 
hospital. 


Result. 


Cliloroform  administered  preliminary 
to  opei'ation.  After  a  few  inhalations 
she  vomited  violently,  and  suddenly 
ceased  to  breathe.  Artificial  re- 
spiration without  effect 

Hernia.     Herniotomy.) 

Sac  opened  by  median  incision ;  offen- 
sive odour.  Large  mass  of  omentum 
ligatured  and  cut  off ;  two  coils  of 
strangulated  gut,  one  gangi-cnous 
at  point  of  stricture,  the  other  coil 
doubtful ;  this  one  was  reduced  after 
division  of  stricture  from  within 
sac,  but  the  gangrenous  coil  was 
drawn  out,  and  a  healthy  portion 
sutured  to  the  wound  on  each  side. 
Skin  sutured  and  large  drainage- 
tube  introduced 


Herniotomy,  with  Radical  Cure.) 

Sac  opened,  stricture  divided  from!  49 
within  sac.  Omental  adhesions 
separated,  and  large  mass  ligatured' 
and  removed;  coil  of  gut  reduced.' 
Part  of  sac  dissected  free  and  cut| 
off;  edges  brought  together  with 
silk  and  catgut  sutures ;  abdominal 
wound  sutured.    Cyanide  dressings 


Herniotomy  and  Resection  of  Intestine.) 

Sac  opened  by  median  incision.  Large 
portions  of  omentum  ligatured  and 
removed.  Whole  of  transverse  colon 
in  sac;  sti-angulated  extremities 
gangrenous,  but  not  perforated. 
Healthy  portion  drawn  out ;  clamps 
applied  (Mr.  Makins')  at  each  end, 
and  24  inches  of  colon  removed ; 
ends  sutured  to  wound.  Dressed 
with  iodoform  and  wood  wool 


Remarks. 


Very  collapsed  on  admission.  Large 
left  femoral  hernia  also,  apparently 
not  strangulated.     No  P.M. 


Skin  bluish  and  shining.  General 
condition  bad.  Did  not  rally  after 
operation,  and  died  following  day. 
No  P.M. 


Abdomen  tense,  but  general  condition 
good.  Intestine  very  dark.  Offen 
sive  discharge  from  upper  part  of 
wound  for  several  days.  Almost 
healed  on  discharge.  Abdominal 
belt. 


Walked  into  hospital.  Tense  umbilical 
hernia,  size  of  fatal  head ;  skin  red 
and  blistered  from  applications. 
Day  after  operation  condition  good, 
Large  amount  of  fluid  fasces  from 
artificial  anus.  Suddenly  died  in 
evening  without  any  previous  bad 
symptoms.  P.M. — 2  inches  of  fat 
in  abdominal  wall;  upper  opening 
in  colon  18  inches  from  ca'cnm ; 
portion  of  colon  between  cjecum  and 
artificial  anus  of  large  size,  and 
showed  5  or  6  transverse,  shallow 
ulcers,  with  hajmorrhagic  borders; 
no  peritonitis.  Left  lung  studded 
with  caseous  paiches;  cavity  at 
apex,  and  miliary  tubercles  also 
in  upper  lobe.  Right  lung  caseous; 
nodules  at  apex. 


454 


1891 — Surgical. 

Hernia.     Not  Strangulated. 


No. 

Occupation. 

Sex. 

Age. 

Side. 

Duration  of 
hernia. 

Reducible  or 
irreducible. 

Nature  of 
hernia. 

1 

Nil 

M. 

2 

R. 
and 
L. 

Congenital 

Reducible 

?  Enterocle 

2 

Nil 

M. 

1 1 

1  2 

R. 

.. 

Irreducible 

? 

3 

4 

Labourer 

M. 
M. 

24 
23 

R. 

L. 

1  year 
Old 

Reducible 

? 
? 

5 

" 

M. 

18 

R. 
and 
L. 

3  years 

? 

6 

Nil 

M. 

1  a 

L. 

4  months 

„ 

,. 

7 

Coachman 

M. 

22 

R. 

2  years 

" 

? 

8 

Railway  porter 

M. 

45 

R. 

15  months 

Irreducible 

Epiplocele 

9 

Labourer 

M. 

50 

L. 

18  years 

.. 

? 

10 
11 

Barman 

Stonemason 

M. 

M, 

30 
40 

L. 
R. 

Old 
Si  years 

» 

Enterocele 

12 

Nil 

M. 

li^ 

R. 

1  day 

)) 

?        „ 

13 

Fishmonger 

M. 

44 

L. 

4  months 

„ 

?  Epiplocele 

14 
15 
16 
17 

18 

Cook  (single) 
Married 

» 

P. 
F. 
F. 
F. 

F. 

27 
20 
54 
46 

21 

R. 
L. 
L. 
R. 
and 
L. 
L. 

6i  years 
3  weeks 
25  3'ears 
3  months 

3  years 

Reducible 

>> 
Irreducible 

?  Enterocele 
?        „ 
?        » 
?        „ 

?  Epiplocele 

19 

Labourer 

M. 

64 

R. 

Enterocele 
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A.   {Inguinal.     No  Operation.) 


Treiitment. 


Lot.  Plumbi 


Truss 


Circuuicision 


Truss 


Nil 


Ice-bag;  new  truss 

Truss 

Nil 
Ice-bag 

Nil 

Ice-bag;  truss 

Truss 

Nil 
Double  truss 

Nil 

Ice-bag 


No.  of 
days  in 
hospital" 


Result. 


Circumcision  44         R.      Tigbt  phimosis.   Operation  for  radical 

cure  postponed  on  account  of  bron 
chitis.  Contracted  scarlet  fever, 
and  was  transferred  to  Medical 
Ward.  Readmitted  for  radical  cure 
Dec.  7th,  1891. 
R.  Previously  circumcised.  Hernia  went 
back  within  a  few  hours  of  admis- 
sion.    Truss  ordered. 

3  R.      Bubonocele. 
7          R.      Bubonocele.     Small  incompletely  de 

scended  testicle. 

29  R.      Radical  cure,  left  side,  2  years  ago. 

Now  a  recurrent  hernia  on  that  side, 
and  an  inguinal  hernia  on  right. 
Very  tight  phimosis. 

23  R.      General  condition  bad.     Adenoids  re- 

moved from  pharynx. 

43  U.      Left    hospital    without    permission. 

Had  previously  refused  operation, 
and  then  i-equested  that  it  should 
be  done. 

16  R.      Irreducible  for  2  days.     Last  portion 

of  omentum  reduced  on  10th  day. 
R.      Irreducible  3  weeks.     Reduced  spon- 
taneously on  2nd  day. 
2         U.      Refused  operation. 

4  R.  Irreducible  24  hours.  Reduced  spon- 
taneously in  a  few  hours.  Subject 
of  double  hydrocele. 

R.      Hernia  reduced  spontaneously  before 
arrival  in  the  ward.      Tight  phi- 
mosis.    Refused  operation. 
Irreducible  several  hours.     To  have 

radical  cure  later. 
Small  hernia,  easily  controlled  by  truss. 
Small  hernia. 
Refused  operation. 

Hernise  have  appeared  since  nephrec- 
tomy for  tuberculous  kidney  4 
months  ago. 
Reduced  under  chloroform  1  month 
ago.  Irreducible  14  days.  Refused 
operation. 
D.  Feeble  old  man.  Cyanosed  lips.  Bron- 
chitis. Right  scrotal  hernia,  size 
of  foetal  head.  No  symptoms.  Gradually  sank  and  died  on  3rd  day,  after  vomiting  a 
large  quantity  of  green  offensive  fluid.  P.M. — Fajces  in  peritoneal  cavity;  no  perito- 
nitis; cajcum-and  ascending  colon  in  right  side  of  scrotum;  upper  part  of  sigmoid 
adherent  at  left  internal  abdominal  ring;  worm-eaten  ulceration  throughout  large 
intestine,  and  30  inches  below  ilio-cascal  valve  all  coats  right  round  bowel  sloughing  for 
distance  of  f  inch ;  an  irregular  aperture  was  found  in  the  floor  of  this  ulcer. 


9 

R. 

17 

R. 

2 

U. 

38 

R. 

Eemarks. 
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B.  {Inguinal. 


No. 


20 


21 


22 


23 


24, 


25 


26 


27 


Occupation. 


School 


Tailor 


School 


Carman 


Clerk 


Nil 


School 


Nil 


Sex. 


M. 


M. 


M. 


Age. 


M. 


M. 


M. 


M. 


12 


17 


20 


Side. 


R. 


22  R. 


R. 


Duration  of 
hernia. 


Reducible  or 
irreducible. 


Nature  of 
hernia. 


2  years 


Congenital 


R. 


R. 


8  years 


3  weeks 


6  months 


Reducible 


Congenital 


(Congenital) 
epiplocele 


Enterocele 


?        .. 


(Congenital) 
enterocele 


(Congenital) 
?  enterocele 


?  Enterocele 
(funicular) 


Enterocele 
(funicular) 
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Radical  Cure.) 


Treatment. 


No.  of 
(lays  in 
hospital. 


Result. 


Remarks. 


Sac  opened,  testicle  exposed.  Small 
tag  of  omentum  ligatured  and  re- 
moved ;  upper  part  of  sac  removed ; 
external  ring  closed  with  two 
sutures.     Cyanide  dressings 

Neck  of  sac  dissected  free  and  liga- 
tured ;  upper  part  of  sac  removed, 
and  cut  edges  of  lower  part  united 
with  catgut  to  form  tunica  vagi 
nalis ;  testicle  stitched  to  bottom  of 
scrotum ;  pillars  of  ring  approxi 
mated  with  silk  suture.  Oil-silk 
di'ain.     Iodoform  dressings 

Sac  exposed  and  divided  horizontally 
just  abeve  testicle;  upper  part  re 
moved,  after  ligature  of  its  neck ; 
pillars  of  ring  united  with  two 
Lembert's  sutures 

Neck  of  sac  defined  and  ligatured; 
upper  part  of  sac  removed ;  lower 
left  to  form  tunica  vaginalis;  vari 
cocele  removed  between  two  silk 
ligatures;  pillars  of  ring  united  by 
single  silk  suture.  No  drainage- 
tube.     Iodoform  dressing 

Sac  dissected  free ;  neck  ligatured  and 
fundus  removed,  lower  part  being 
left;  testicle  sutured  to  bottom  of 
scrotum;  pillars  of  ring  approxi 
mated  with  five  silk  sutures.  Iodo- 
form dressings 

Chloroform.  Sac  opened,  and  testicle 
studded  with  tubercles  exposed;  a 
few  tubercles  also  on  lower  half  of 
sac;  neck  of  sac  ligatured,  and 
fundus  removed  together  with  tes 
tide;  pillars  of  ring  united  with 
two  kangaroo  tendons.  No  drain- 
age-tube.    Iodoform  dressings 

Swelling  exposed,  and  found  to  be  a 
hydrocele  of  the  cord,  communicat 
ing  above  by  narrow  opening  with 
a  second  sac,  empty,  but  communi 
eating  above  with  peritoneal  cavity 
Both  sacs  removed  after  ligature  of 
neck.     Iodoform  dressings 

Sac  opened,  gut  reduced;  testicle 
shut  off  from  sac  by  septum;  sac 
divided  just  above  testicle,  dissected 
free,  neck  ligatured  and  cut  off; 
pillars  of  ring  approximated  by 
three  Lembert's  sutures.  No  drain 
age-tube.     Iodoform  dressings 


32 


33 


C. 


21 


23 


25 


47 


C. 


C. 


26 


18 


Wound  healed  in  10  days,  after  slight 
suppuration. 


Some  suppuration  of  external  wound 
on  discharge.  No  protrusion.  Tes- 
ticle in  upper  part  of  scrotum. 
Ordered  truss. 


Union   by   first   intention.     No  pro- 
trusion. 


Union  by  first  intention.  Some 
epididymitis  followed  operation. 
Truss. 


Testicle  situated  just  outside  external 
ring.  No  orchitis  followed  opera- 
tion. Wound  healed  by  first  in- 
tention. On  discharge  testicle  at 
bottom  of  scrotum.  Truss  with 
horse-shoe  pad. 

Temp.  104°  day  after  operation;  vo- 
mited twice.  Temp,  between  101° 
and  103°  for  next  6  days.  Wound 
opened  up,  but  nothing  discovered. 
Small  mass  felt  in  upper  part  left 
side  of  abdomen  3  days  after  opera 
tion,  and  a  larger  mass  in  hypogas 
trum  30  days  later.  Gradually  im- 
proved, and  left  hospital  quite  well 

Small  inguinal  hernia  on  left  side. 


Day  after  operation  temp,  rose  to 
1018°,  and  remained  high  till  death 
on  3rd  day.  Respirations  rapid  and 
shallow ;  moist  sounds  all  over  chest. 
Wound  perfectly  healthy  and  abdo- 
men normal.  P.M. — Broncho-pneu- 
monia ;  abdominal  cavity  normal. 
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No. 


28 


29 


Occupation. 


Labourer 


Compositor 


30 


Labourer 


31 


32 


33 


34 


35 


3^i 


Sailor 

Oerk 

Glass-blower 
Labourer 

Grooiu 


Sex. 


M. 


M. 


M. 


M. 


M. 

M. 

M. 
M. 

M. 


Age. 


29 


17 


38 


30 


18 

23 

19 
19 

19 


Side. 


R. 


L. 


Duration  of 
hernia. 


10  weeks 


1  year 


4  months 


7  months 


8  mouths 

10  years 

16  years 
2  years 

1  mouth 


Reducible  or 
irreducible. 


Reducible 


Nature  of 
hernia. 


Enterocele 


Epiplocele 


Entero- 
epiplocele 


Enterocele 


Epiplocele 


?  Enterocele 


Enterocele 
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Treatment. 


Sac  exposed,  and  contents  reduced 
before  opening  it ;  neck  ligatured 
and  sac  removed;  pillars  of  ring 
approximated  with  four  Lembert's 
sutures.  No  drainage-tube.  lodo 
form  dressings 

Ether.  Sac  opened,  hour-glass  in 
form  ;  upper  part  contained  omen 
turn,  which  was  returned;  lower 
empty  ;  neck  ligatured  and  part  of 
sac  removed;  pillars  of  ring  ap 
proximated  with  three  catgut 
sutures.  Drainage-tube.  Iodoform 
and  mercurial  dressings 

Chloroform.  Sac  exposed,  contents 
reduced ;  sac  opened  and  large  mass 
of  adherent  omentum  ligatured  in 
four  portions  and  removed;  sac 
dissected  free,  and  removed  after 
ligature  of  neck  with  chromic  gut; 
pillars  of  ring  united  with  three 
silk  sutures.  Drainage-tube,  and 
iodoform  dressings 

Tumour  exposed,  and  found  to  be 
thick-walled,  encysted  hydrocele  of 
the  cord,  with  tinger-like  hernial 
sac  reaching  nearly  down  to  it ; 
hydrocele  dissected  out,  and  hernial 
sac  cut  off  high  up  (?  ligature  of 
neck) 

Sac  dissected  free;  ligatured  at 
neck  and  removed;  five  Lembert's 
sutures  used  to  close  ring  and 
strengthen  canal.  Iodoform  dress- 
ings 

Chloroform  and  ether.  Empty  sac  dis- 
sected free;  neck  ligatured  and  sac 
cut  off;  five  Lembert's  sutures  to 
close  ring  and  strengthen  canal. 
Iodoform  dressings 

Sac  opened,  neck  ligatured,  and  body 

I  cut  off ;  pillars  of  ring  united  with 
three  sutures.     Drainage-tube 

Sac  ligatured  at  neck  and  removed ; 
pillars  of  ring  approximated  by  two 
sutures 

Sac  dissected  free  and  drawn  into 
canal,  and  fixed  there  by  catgut 
suture;  external  ring  closed  with 
kangaroo  tendon  passed  through 
pillars  and  conjoined  tendon  (Mac- 
Ewan's  operation).  No  drainage- 
tube 


No.  of 
days  in 
hospital. 


42 


74 


Result. 


51 


26 


47 


23 


35 


37 


C. 


C. 


C. 

c. 
c. 

c. 


Remarks. 


Sutures  removed  on  8th  day.    Wound 
healed  by   first  intention.      Light 

truss. 


Wound  opened  up  under  chloroform 
about  8  hours  after  operation  for 
haemorrhage,  which  was  stopped; 
tube  and  sutures  removed  on  8th 
day.  Slight  suppuration.  Ondis 
charge  no  protrusion. 


There  is  also  a  right  scrotal  hernia 
Temp,  for  5  days  after  operation 
UO"  to  104\  Slight  suppuration  of 
wound  and  localised  slough  of 
scrotum.  On  discharge  scar  firm 
No  protrusion. 


Sutures  removed  on  9th  day.  Wound 
healed  by  first  intention.  Scar 
firm.     No  protrusion. 


Wound  healed  by  first  intention. 


Wound  healed  by  first  intention. 


Tube  removed  on  2nd  day,  sutures  on 
8th.     Truss. 

Wound    healed    by    first    intention. 
Light  truss. 


Some  suppuration,  with  rise  of  tempe- 
rature. Drainage-tube  introduced. 
A  good  deal  of  matting  in  region 
of  canal.  No  protrusion.  Inguinal 
hernia  on  left  side  also. 
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No. 

Occupation. 

Sex. 

Age. 

Side. 

Duration  of 
hernia. 

Reducible  or 
irreducible. 

Nature  of 
hernia. 

37 

Nil 

M. 

18 

L. 

13  years 

Reducible 

Enterocele 

38 

School 

M. 

11 

R. 

8  years 

Epiplocele 

39 

Mason 

M. 

18 

L. 

2   days 

" 

40 

Police  constable 

M. 

21 

R. 

?  Con- 
genital 

" 

41 

Railway  porter 

M. 

21 

R. 

1  week 

?  Enterocele 

42 

Carpenter 

M. 

19 

L. 

2  years 

?        ,. 

43 

Ostler 

M. 

25 

R. 

and 
L. 

1  year 
1^  years 

I' 

? 

44 

Carman 

M. 

19 

R. 

2  years 

? 

45 

Cabman 

M. 

22 

L. 

2  years 

? 

46 

Waterman 

M. 

21 

R. 

2  months 

? 

47 

Labourer 

M. 

42 

R. 

1  month 

" 

? 
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Treatment. 


Ether.  Small  sac  dissected  free  and 
drawn  up  to  form  plug  in  inguinal 
canal  by  silk  suture  threaded  through 
it.  Cyanide  dressings.  No  drainage- 
tube.    Circumcision  then  performed 

Sac  opened;  omentum  returned;  neck 
of  sac  ligatured  and  fundus  re 
moved  j  pillars  sutured.  No  drain 
age-tube 

Sac  removed  after  ligature  of  its  neck 
pillars  of  ring  united  with  Lem 
bert's  sutures.   Iodoform  dressings 

Empty  sac  opened,  dissected  free,  neck 
tied,  and  fundus  removed;  pillars  of 
ring  approximated  with  three  silk 
sutures.     Drainage-tube  used 

Ether.  No  definite  sac;  ring  large 
and  canal  patent ;  both  closed  with 
silk  sutures,  leaving  space  for  cord 
only.  No  drainage-tube.  Cyanide 
dressings 

Sac  dissected  free,  and  removed  after 
ligature  of  neck ;  five  Lembert's 
sutures  to  close  ring  and  caual. 
Iodoform  dressings 

Leftside. — Ether.  Sac  dissected  free 
contents  reduced,  neck  ligaturedand 
fundus  removed;  pillars  united  by 
Lembert's  sutures.  Iodoform  dress- 
ings.    No  drainage-tube 

Eight  side. — Same  operation,  except 
that  sac  was  found  empty 

Ether.  Sac  empty;  dissected  free; 
neck  ligatured  and  fundus  removed; 
pillars  united  with  several  Lem- 
bert's sutures.  No  drainage-tube. 
Iodoform  dressings 

Empty  sac  dissected  free,  and  removed 
after  ligature  of  neck ;  pillars  ap- 
proximated with  silk  suture.  Cya- 
nide dressings.     No  drainage-tube 

Encysted  hydrocele  of  the  cord  dis- 
sected out;  empty  hernial  sac  dis- 
sected free,  opened,  and  puckered 
up  by  means  of  catgut  suture 
threaded  through  it,  and  drawn 
into  inguinal  canal  to  form  plug; 
pillars  of  ring  sutured  with  two 
kangaroo  tendons.  No  drainage-tube 

Testicle,  cord, and  hernial  sac  dissected 
free ;  sac  opened  and  cut  off  after 
ligature  of  neck;  cord  ligatured 
high  up  and  removed  with  testicle 
No  draiu:ige-tube 


No.  of 
days  in 
iiospital. 


24 

49 

41 
36 

36 

32 


40 


22 


37 


95 


Result. 


Remarks. 


C. 


C.      Sutures  removed  on  9th  day.   Wound 
healed  by  first  intention. 


C.  Sutures  removed  on  6th  day.  Wound 
healed  by  first  intention.   No  truss. 

C.  Wound  healed  by  first  intention. 
Scar  firm.     No  protrusion. 

No  communication  between  tunica 
vaginalis  and  hernial  sac,  though 
patient  said  to  have  had  hernia  since 
birth.  Tube  removed  2ud  day,  sutures 
on  6th.    Healing  by  first  intention. 

Rejected  for  police.  Sutures  removed 
on  6th  day.  Healing  by  first  in- 
tention.   Firm  scar.    No  protrusion. 

Sutures  removed  on  7th  day.  Wound 
healed  by  first  intention.  Firm 
scar.     No  protusion. 

C.  Alcoholic  subject.  Interval  of  26  days 
between  two  operations.  Both 
wounds  healed  by  first  intention. 
Scars  firm.     No  protrusion. 


C.  Primary  union.  Pneumonia  of  right 
base  on  2nd  day  after  operation. 
Left  hospital  cured  on  30th  day. 
Scar  firm.     No  protrusion. 


Primary  union.  Sutures  removed  on 
5th  day.  Scar  firm.  No  protrusion. 
Light  truss. 

Admitted  for  encysted  hydrocele  of 
the  cord.  Sutures  removed  on  7th 
day.  Primary  union.  Small  abscess 
formed  beneath  upper  part  of  scar 
afterwards. 


Admitted  for  syphilitic  testicle.  Slight 
suppuration  of  wound  and  cellulitis 
of  abdominal  wall.  Incisions,  Quite 
healed  on  discharge.     No  protru 
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No. 


48 


49 


50 


51 


52 


53 


54 


Occupatiou. 


Greengrocer 


Bricklayer 


Labourer 


Railway  porter 


Beerhouse  keeper 


Clerk 


Housemaid 
(single) 


Sex. 


M. 


M, 


M. 


M. 


M. 


M. 


Age. 


54 


46 


59 


72 


43 


28 


18 


Side. 


R. 


R. 


R. 


R. 


R. 


Duration  of 
hernia. 


1  year 


12  years 


30  years 


6  years 


7  years 


8  years 


li  years 


Reducible  or 
irreducible. 


Irreducible 


Reducible 


Nature  of 
hernia. 


Epiplocele 


Entero- 
epiplocele 


Epiplocele 


Eutero- 
epiplocele; 
incarcerated 


Epiplocele 


?  Enterocele 
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Treatment. 


No.  of 
days  in 
hospital 


Ice-bag  for  2  clays,  then  radical  cure. 
Sac  opened ;  matted,  adherent 
omentum  ligatured  and  removed ; 
sac  dissected  free,  neck  ligatured 
and  fundus  removed.  Iodoform 
dressings 

Ether.  Sac  opened  j  large  mass  of 
matted,  adherent  (as  high  as  internal 
ring)  omentum  ligatured  and  re 
moved  j  high  up  in  canal  small 
knuckle  of  gut  surrounded  by  omen 
tum;  sac  dissected  free,  neck  liga 
tured  and  fundus  removed ;  pillars 
united  with  three  silk  sutures 
Drainage-tube  and  iodoform  dress- 
ings 

Thick  sac.  Mass  of  adherent  omen- 
tum ligatured  in  three  portions  and 
cut  off;  sac  dissected  free,  neck 
ligatured,  and  fundus  removed. 
Drainage-tube 

Ice-bag  2  days  without  effect.  Sac 
opened,  matted  omentum  ligatured 
and  removed  ;  neck  of  sac  ligatured 
and  fundus  removed.  No  drainage 
tube 

Ice-bag.  Sac  opened,  stricture 
divided,-  large  mass  of  omentum 
ligatured  in  segments  and  cut  ofFj 
gut  reduced ;  sac  left  in  situ,  but 
neck  ligatured 


8  hours  after  admission  sac  opened, 
omentum  ligatured  and  removed; 
sac  dissected  free,  neck  ligatured, 
and  fundus,  which  was  bifid,  re 
moved ;  pillars  of  ring  sutured  and 
varicocele  excised  between  two 
ligatures.     Iodoform  dressings 


Empty  sac  dissected  free,  and  removed 
after  ligature  of  its  neck ;  ext.  ring' 
and  canal  closed  by  five  Lembert'si 
sutures.     No  drainage-tube 


43 


25 


23 


C. 


C. 


32 


C. 


Remarks. 


Bronchitis  much  increased  by  anses- 
thetic.  Wound  suppurated,  and  was 
opened  up  under  anajsthetic  22  days 
after  operation,  and  granulations 
scraped,  after  which  wound  healed 
rapidly. 

Tube  removed  on  2nd  day,  sutures  on 
7th.  On  discharge  scar  firm.  No 
protrusion. 


Tube  removed  following  day.  Pri- 
mary union.  Scar  firm.  No  pro- 
trusion. 


Two  sutures  taken  out  a  few  hours 
after  operation  for  removal  of  some 
blood-clot.  On  discharge  wound 
firm.     No  protrusion. 

Incarcerated  on  admission.  Symptoms 
of  strangulation  on  3rd  day.  Gra 
dually  sank  after  operation  and  died 
next  day.  P.M. — Small  intestine 
dilated  except  lower  3  inches  of 
ilium,  which  was  collapsed,  but  no 
sign  of  strangulation ;  tag  of 
omentum  adherent  close  to  internal 
ring ;  no  peritonitis. 

Night  before  admission  partly  reduced 
an  old  irreducible  hernia;  abdo- 
minal pain  and  vomiting  since.  No 
distension  nor  vomiting  after  ope 
ration ;  suddenly  became  cyanosed, 
vomited  once,  and  died  2nd  day, 
P.M. — Fibrous  band  springing  from 
mesentery  near  ca?cum,  and  attached 
to  abdominal  wall,  1  inch  above  and 
internal  to  right  internal  abdominal 
ring;  great  omentum  adherent  at 
same  spot ;  beneath  band  were  coils 
of  black  intestine,  52  inches  alto- 
gether j  lower  end  3  inches  from 
caecum;  constriction  tight. 

Sutures  removed  on  6th  day.  Primary 
union. 
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No. 


55 


56 


Occupation. 


Servant  (single) 


Cook  (single) 


57 

58 
59 
60 
61 
62 


63 

64 

65 
66 


67 

68 
69 


Stoker 
Married 


Widow 
Married 


Carman 
Widow 

Married 
Cook 


Widow 


Married 


Sex. 


F. 


M. 

F. 
F. 
F. 
F. 
F. 


M. 


F. 
F. 


25 


33 


27 

54 
56 
54 
65 
30 


41 


44 


F.  64 


50 
45 


Side. 


R, 


Duration  of 
hernia. 


1-2  years 


1  year 


Reducible  or 
irreducible. 


Reducible 


Nature  of 
hernia. 


?  Enterocele 


C.   {Femoral. 


R.  and 
L. 
R. 
R. 
R. 
R. 
L. 


L. 


1  year  "1 

2  years  j 

9  years 
6  years 

3  months 
20  years 

10  years 


Reducible 
Irreducible 


?  Epiplocele 

?  „ 
? 

?  „ 
?  » 
Epiplocele 


R. 


44  R. 

57  L. 


D.  {Femoral 

6  days      Irreducible      Epiplocele 


7  years 


4  weeks 


3  years       Reducible 


R. 
R. 


3  months 


5  years 


Irreducible 


Hydrocele  of 
sac 


Enterocele 
(recurrent) 


Epiplocele 
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Treatment. 


External  riug  small.  Piece  of  tissue 
in  canal  (?)  Sac  ligatured  and  re- 
moved; canal  and  ring  closed  by 
series  of  Lembert's  sutures.  No 
drainage-tube.    Iodoform  dressings 

Thick-walled  empty  sac,  opened,  dis 
sected  free,  neck  ligatured,  and 
fundus  removed;  pillars  of  ring 
united  with  two  kangaroo  tendons 
Cyanide  and  mercurial  dressings 
No  drainage-tube 

No  Operation.) 

Double  truss 

Nil 

Lotio  Plumbi 

Truss 

Nil 
Truss 

Radical  Cure.) 

Sac  opened,  omentum  ligatured,  and 
cut  off;  sac  dissected  free,  neck 
ligatured,  and  fundus  removed 

Chloroform.  Sac  opened;  contents 
fluid;  no  connection  with  abdo- 
minal cavity;  neck  ligatured  and 
fundus  cut  off 

Sac  opened ;  contents  fluid ;  no  com- 
munication with  abdominal  cavity ; 
sac  removed  after  ligature  of  its  neck 

Sac  opened,  gut  reduced;  neck  dis- 
sected free  and  ligatured ;  major 
part  of  sac  left  in  situ,  owing  to  its 
great  size  and  adhesions 


Sac  opened,  adherent  omentum  liga 
tured  and  removed,  stump  being 
still  adherent  high  up  in  canal ;  sac 
removed  after  ligature  of  its  neck 

Neck  of  sac  and  small  tag  of  con- 
tained omentum  included  in  same 
ligature  and  removed 

Ice-bag.  Sac  opeixed,  adherent  omen- 
tum ligatured  and  removed ;  sac 
dissected  free,  neck  and  included 
omentum  ligatured  and  cut  away 

VOL.    XXI. 


38 


34 


31 


23 


32 


83 


12 


12 


36 


C. 


Remarks. 


Sutures  removed  on  8th  day.  Primary 
union.     No  protrusion. 


Small  accumulation  of  serum  under 
scar  on  12th  day.  No  pus.  On 
discharge  firm  scar.    No  protrusion. 


4 

C. 

2 

U. 

8 

R. 

11 

R. 

7 

U. 

24 

R. 

Easily  controlled  by  truss. 

Not  fit  subject  for  operation. 
Left  hospital  against  advice. 
Reduced  spontaneously  after  hot  bath 
Not  fit  case  for  operation. 
Reduced  spontaneously. 


C.      No  protrusion  on  discharge. 

1 

C.      Primary  union. 


C.      Primary  union. 


C.  Operation  4^  years  ago  for  radical 
I  cure  on  same  side;  sac  was  removed 
and  neck  ligatured.  Hernia  reap 
peared  3  years  ago.  Scar  gave  way 
18  months  ago  and  bowels  escaped; 
they  were  wrapped  in  a  towel,  and 
she  walked  to  infirmary,  where  they 
were  replaced  and  wound  left  open, 
which  gradually  healed,  leaving  a 
sinus. 
Primary  union. 


C.      Primary  union. 


C.      Extensive  omental  adhesions  to  neck 
I     of   sac.      Primary   union.      Small 
hard  mass  felt  in   femoral  canal. 
I     No  protrusion. 

30 
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E.  {Umbilical. 


No. 


70 


Occupation.  j     Sex.     1  Age. 


Married 


F. 


71  ■  Stoker  M. 

1  I 

72  j  Ciib-driver  M. 
i 

73  Police-sergeant  M. 

74  Married  F. 


38 

51 
62 
-ii 
38 


I'aiuter  M.  50 


76  Married  F.  36 


Side. 


Duration  of      Reducible  or         Nature  of 
heniia.       i    irreducible.  hernia. 


Many  years  Irreducible     ?  Epiplocele 

F.  {Ventral. 

6  months     Reducible    ?  Euterocele 

i 

I 

6  weeks     Irreducible     ?  Epiplocele 
2  months     Reducible     ?        „ 


2   days      Irreducible       ?  Eutero- 
j  I    epiplocele 

(recurrent) 


G.  {Ventral. 


—  2  years      Irreducible 


Enterocele 


H.  {Umbilical. 

5  years      Irreducible      Epiplocele 
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No  Operation.) 


Treatment. 


Nil 


No.  of 
days  ill 
hospital. 


Result. 


No  Operation.) 


Truss, 
belt 


Abdominal  belt 
Nil 

witb  large  pad,  and  abdominal 
Ice-bag;  abdominal  belt 


16 
17 

17 


Radical  Cure.) 

Sac  opened;  quantity  of  ascitic  fluid 
escaped;  small  knuckle  of  healthy 
gut  in  neck  of  sac,  reduced;  sac 
dissected  away,  and  neck  closed 
with  thick  silk  sutures  inserted 
transversely.     No  drainage-tube 


Radical  Cure.) 

Ether.  Vertical  incision ;  sac  opened; 
large  mass  of  omentum  ligatured 
and  removed ;  sac  dissected  away, 
and  neck  closed  with  silkworm-gut 
sutures.  Iodoform  and  wood-wool 
dressings 


K. 


R. 


R. 


22 


C. 


25 


Remarks. 


Admitted  for  pain. 


I  Large  hernia  in  mid-line,  extending 

I  from  umbilicus  to  ensiform.  Sepa- 
ration of  recti  wide. 

Omental  hernia  just  below  and  to 
right  of  umbilicus.  Transferred 
to  Medical  Ward  for  bronchitis. 

Also  small  umbilical  hernia.  Hernia 
size  of  egg,  2  inches  above  left  in 
ternal  abdominal  ring. 

Hernia  in  mid-line,  3  inches  below 
umbilicus.  Scar  over  it,  site  of 
operation  in  1887  for  radical  cure, 
when  sac  was  removed  and  edges 
of  recti  sutured.  On  discharge 
small  piece  of  adherent  omentum 
still  in  sac. 


Urine  contains  one  half  albumen.  Died 
3  months  after  leaving  hospital  from 
renal  disease. 


Admitted  for  Potts'  fracture,  and  was 
desirous  of  having  hernia  cured. 
Increasing  abdominal  pain  and  dis- 
tension for  3  days  after  operation. 
Frequent  vomiting.  Gradually  be- 
came more  feeble.  Wound  opened 
up  on  4tb  day,  setting  free  a  little 
blood-stained  pus.  Died  on  4th 
day.  P.M. — General  peritonitis  of 
upper  half  of  the  abdominal  cavity; 
small  quantity  of  pus ;  liver  large 
and  fatty. 
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Special  Table  11.— Erysipelas 


Sex. 


M. 


M. 


5      F. 


F. 


10 


8      M. 


M. 


35 


19 


73 


42 


46 


Disease  for  which 
admitted. 


Ward  ill  which 
it  arose. 


24 


42 


Extroversion  of 
bladder 


Disease  of  ilium ; 

sinuses  of 

thigh 


Compound  fracture 

of  radius  and 

ulna 


Recurrent  scirrhus 

of  left  breast  and 

axillary  glands 

Scirrbus  of  left 
breast  and  axillary 
glands 


Carbuncle  and 

cellulitis  of  back 

of  neck 

Tuberculous  disease 
of  knee,  sinuses 

Sinuses  of  shoulder 

after  excision ; 

caries  of  humerus 

and  scapula 

Gunshot  wound  of 
left  calf 


Duratiou  in 

hospital 
before  attack. 


Leopold      363  days 


Elizabeth 


Leopold 


Elizabeth 


83  days 
before  1st 

attack ; 

127  before 

2nd 

42  days 


22  days 


18  days 


Anne 


Elizabeth 


Clayton 


19  days 


14  days 


13  days 


4  days 


Probable  cause  of 
attack. 


Plastic  January 

operation 


?  Irritation  of 
dressings 


Incisions  for 
cellulitis 
around 
fracture 


Operation 
wound 


Operation 
wound 


Month. 


Incisions 


?  Irritation  of 
dressings 

?  Operation  for 

removal  of 

carious  bone, 

and  scraping 

of  sinuses 

Wound 


January 

and 

March 


March 


April 


April 


May 


June 


July 


October 
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(arising  in  hospital) . 


Part 

where 

eruption 

appeared. 


Interval  between 
action  of  pro- 
bable cause  :ind 
appearance  of 
eruption. 


Hypo- 
j  gastrium 


Sinuses 
in  each 
attack 


Forearm 


Left 
axilla 


Wound 


Incisions 
in  neck 


Foot 
Wound 


6da\s 


Duration  of 
attack. 


16  days 

1st 
attack ; 
10  days 

2nd 
attack 

12  days 

]    7  days 


41  days  after      6  days 

incisions  and 

30  days  after 

transfer  to 

William 


20  days  after 
operation 


12  days 


9  days 


22  days 


5  days 


Result. 


Cured 


Died 


17  days 


8  days 


4  davs         24  days 


12  days 


Cured 


Eemarks. 


Eruption  spread  from  wound  up  to  nipples  and 
down  to  toes.  Highest  temp.  104°.  2nd 
attack  after  interval  of  8  days.  Eruption 
reappeared  at  wound,  and  spread  to  nearly 
same  extent  as  before.  Highest  temp.  105'4°. 
Eight  plastic  operations  altogether  were  per- 
formed. 

No  cause  could  be  assigned  for  erysipelas,  explo- 
ration of  sinuses  having  taken  place  two 
months  previously.  Eruption  spread  down  to 
ankle  and  over  hip  in  1st  attack.  Highest 
temp.  105°,  on  appearance  of  rash.  2nd  attack 
milder.     Highest  temp.  103°. 

.\dmitted  5  days  after  accident  with  abscess  at 
site  of  original  wound.  Transferred  for  cel- 
lulitis of  arm  18  days  after  admission.  De 
veloped  erysipelas  while  in  William.  Highest 
temp.  104-6°.  Eruption  spread  all  over  the 
limb. 

Wound  nearly  healed.  Rigor  and  temperature  of 
102°  at  onset.  Rigor  on  5th  day,  with  temp. 
102°.  Highest  temp.  102°  (once  only).  Ab- 
scess of  chest  followed  erysipelas. 

Suppuration  and  gaping  at  one  end  of  wound. 
Temperature  rose  to  101°  day  after  operation, 
and  remained  high ;  highest  105°  on  appear 
ance  of  rash.  Wound  became  dry.  Com 
plexion  yellow.  Cyanosis  at  times.  Twitching 
of  limbs.  Signs  of  consolidation  at  base  of 
right  lung.  P.M. — Secondary  growths  in 
lungs  and  liver.  Organs  decomposed.  1| 
pints  of  fluid  in  right  pleura. 

Skin  undermined  for  4  inches  all  round  car- 
buncle. Eruption  spread  over  back,  shoulders, 
and  neck.  Highest  temp.  104°.  Attack 
mild. 

Erysipelas  started  at  edge  of  dressings  and 
spread  from  foot  to  groin.  Highest  temp, 
103"6°,  on  2nd  day  of  eruption. 

Temperature  rose  to  101°  on  day  after  operation, 
and  to  103°  on  2nd  day.  Eruption  appeared 
on  4th  day,  temperature  having  fallen  nearly 
to  normal,  and  spread  to  elbow  and  mid-line 
of  chest. 

Erysipelas  lasted  10  days,  and  spread  up  to  lower 
part  of  thigh  and  down  to  foot.  Highest 
temp.  103*6°.  Whole  skin  of  leg  became  sepa 
rated  from  deep  fascia  by  layer  of  sloughy 
tissue.     Many  incisions  made. 
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Special  Table  II. — Erysipelas 


No. 


10 


11 


12 


13 


14 


.  Disease  for  wliich 

S.x.  I  Age.  admitted. 


M. 


F. 


F. 


Wardinwhichi      "J^^*"?","^      Probable  cause  of         „      , 

it  ni-n^p  hospital  attirk  t         Moillll. 

itaiose.       before  attack.  ''"■'"'• 


34       Cystitis ;  supra - 
t     pubic  cystotomy, 

and  drainage 
I  of  bladder 

8  '        Morbus  cox£e 
sinuses 


^     Multiple  abscesses 


F.   I  21  Lupus  of  nose 


F.   j  36     Suppurating  glands 
in  right 
axilla 


Edward        39  days       ?  Irritation  of       October 
I  ;         tube  in         i 

I         bladder 


Elizabeth      44  days  Scraping 

sinuses 


Victoria         6  days     i     Incision  for       November 
abscess  on 
left  shoulder 


Elizabeth       49  days         ?  Scraping 


8  days 


Incision  and      December 
scraping 
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{arising  in  hospital) — continued. 


Part 

where 

eruption 

appeared. 


Interval  between 

action  of  pro- 
bable Pause  and 
appearance  of 
eruption.       | 


Duration  of 
attack. 


Result. 


Remarks. 


\yound 


Sinuses 


Shoulder 


Xose  in 

both 
attacks 


Axilla 


33  days         14  days    Cured 


4  da\  s  18  days     Died 


11  days 


2  days 


2  days 


4  days  1st  Cured 

attack ; 
I  3  days 
2nd 

attack 

i   13  days 


Erysipelas  spread  over  abdomen,  back,  and 
upper  parts  of  thighs  and  buttocks.  Rigor, 
with  temp.  107',  two  days  before  rash  ap-| 
peared.  Cystitis  very  much  improved  by 
attack,  urine  becoming  almost  normal.  : 

Erysipelas  spread  over  tliigli  and  leg,  slightly  | 
also  on  to  abdomen.  10  days  after  appear- 
ance of  eruption  patient  developed  diphtheria,, 
from  which  she  died  in  8  days.  Tracheotomy! 
was  performed.     No  P.M. 

Abscesses  said  to  have  followed  a  previous  attack] 
of  erysipelas  1  month  ago.  Eruption  spreadj 
over  front  of  chest  and  left  arm.  Highest 
temp.  107"4°.  Convulsions  for  2  hours  beforCj 
death.  P. 11. — No  bone  nor  joint  disease.] 
Organs  healthy. 

Eruption  spread  over  whole  face  and  then  sub-' 
sided,  temperature  remaining  normal  and  sub-i 
normal  for  5  days,  when  it  suddenly  rose  to! 
100'8,  with  reappearance  of  rash  on  nose,' 
which  again  spread  over  face.  Highest  temp. 
103-2^  (1st  attack),  and  102-8'  (2nd  attack).    1 

Previously  had  sore  finger  and  lump  in  arm-pit, 
also  inflammation  of  breast  and  lymphangitis! 
of  chest.  Eruption  spread  over  nearly  whole, 
chest  and  down  right  arm  to  elbow.  Highest; 
temp.  104-2^  1 
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SPECIAL   TABLE   III.— PYEMIA. 


Class  I. — Admitted  with  the  disease. 


Cellulitis  of  face. — Male,  Sit.  40.  Paint  maker.  Swelling  of  left  side  of  face 
noted  two  days ;  no  injury.  Blue  line  on  gums,  teeth  loose,  salivation.  Inner 
surface  of  left  cheek  excoriated  by  the  teeth.  Whole  of  left  side  of  face  greatly 
swollen  and  indurated.  No  wound.  General  condition  too  had  to  allow  of 
incisions.  Brandy  administered.  Gradually  sank,  and  died  in  about  30  hours. 
Temperature  subnormal  throughout.  P.M. — Several  pyaemic  abscesses  in  all 
stages  in  each  lung,  mostly  on  or  near  the  surface.  Right  lower  lobe  solid. 
Cloudy  swelling  and  enlargement  of  liver  aiid  kidneys.     Spleen  large  and  soft. 

Gangrene  of  scrotum. — Male,  at.  45.  Stableman.  History  of  gonorrhoea, 
followed  by  painful  red  swelling  of  left  testicle,  which  was  tightly  strapped  by 
patient's  own  medical  attendant.  Strapping  removed  day  before  admission.  On 
admission,  whole  scrotum  red  and  swollen.  Slough  about  1^  inches  in  dia- 
meter on  left  side.  Patch  of  redness  in  middle  of  right  thigb,  over  line  of 
saphena  vein.  An  abscess  opened  here  6  days  later,  and  a  large  one  in  the  left 
spermatic  cord  on  11th  day.  A  large  abscess  formed  on  dorsum  of  right  foot,  and 
was  opened  on  46th  day.  Tarso -metatarsal  joint  involved,  and  carious  bone  felt. 
Patient  steadily  lost  ground  from  the  first,  and  became  delirious  for  2  days  before 
death,  which  took  place  57  days  after  admission.  Never  had  a  definite  rigor,  but 
perspired  freely.  Highest  temperature  105-2°;  usually  99""  to  102°.  P.M. — Inner 
and  posterior  surface  of  right  femur  bare  in  lower  third.  Bases  of  all  right 
metatarsal  bones  carious,  and  their  articulations  with  cuboid  and  cuneiform 
bones  disorganised.  Pus  in  sole  of  foot.  Left  testicle  normal.  Hypostatic  con- 
gestion of  both  lungs.  No  abscesses.  Pleurje  normal.  Old  decolourised  infarct 
in  right  kidney.     Liver  cirrhotic  ;  spleen  enlarged  and  firm. 

Class  II. — Acute  hone  eases. 

Subperiosteal  ahscess  of  tibia. — (1)  Male,  set.  16.  Fell,  striking  right  knee, 
5  days  before  admission ;  pain  in  knee  on  following  day,  which  has  gradually 
increased.  Shivering  fits  and  headache  24  hours.  On  examination,  acutely  ten- 
der spot  to  inner  side  of  tubercle  of  right  tibia.  Small  quantity  of  fluid  in  knee- 
joint.  Temp.  103°.  On  following  day  an  incision  was  made  over  the  tender 
spot,  opening  a  very  small  subperiosteal  abscess.  Head  of  tibia  trephined,  but 
nothing  abnormal  found.  Temp.  101°  to  104''.  Delirious.  Redness  and  swelling 
of  knuckle  of  3rd  right  finger  appeared  on  2nd  day,  and  commencing  abscesses 
of  abdominal  wall  and  right  shoulder,  with  thickening  of  lower  end   of  left 


1891— Surgical  473 

ulna,  appeared  on  3rd  day.  Constant  vomiting.  Evacnations  passed  into  the 
bed.  Temp.  102'  to  10b\  Rigor.  Cold  sponging.  Pleural  friction  on  right 
side.  Died  on  5th  day,  when  temperature  rose  from  102"  to  108%  just  before 
death.  P.M. — Subcutaneous  abscesses  in  various  parts  of  the  body ;  one  large 
one  on  left  side  of  chest  communicated  with  outer  surface  of  pleura  through  the 
chest  wall.  Osteomyelitis  of  right  tibia.  Pus  in  medullary  cavity.  Purulent 
fluid  in  right  knee-joint,  but  no  communication  traced  with  the  medullary  cavity. 
Both  pleura?  covered  with  lymph.  Hypostatic  congestion  of  lungs.  A  little  clear 
fluid  in  pericardium.  Small  patch  of  lymph  near  apex  of  heart.  Abdominal 
organs  congested.     Brain  normal. 

(2)  Male,  set.  10.  Admitted  to  Medical  Ward.  No  history  of  injury.  Pains 
in  all  joints  2  days ;  no  apparent  cause.  Day  after  admission  tenderness  and 
slight  swelling  noted  over  inner  head  of  right  tibia.  Temp.  103'.  Delirious, 
with  lucid  intervals.  Incision  down  to  bone,  exposing  small  area  of  bare  tibia, 
beneath  expansion  of  Sartorius  muscle.  A  few  drops  only  of  sero-pus  beneath 
periosteum ;  joint  apparently  free.  Next  day  noisy  delirium.  Temp.  101'  to 
103'.  On  2ud  day  a  pustular  rash  appeared  over  the  chest  and  abdomen,  aud  a 
commencing  abscess  on  the  back  of  the  right  forearm.  Pericardial  friction. 
Rapid  respiration.  Cyanosis.  Muttering  delirium.  Gradually  sank.  Temp. 
102'  to  10-1'.     No  post  mortem. 

Acnde  necrosis  of  tibia. — Male,  tet.  15.  Delicate  boy;  always  slight  cough. 
No  family  history  of  consumption.  Nine  days  before  admission  struck  his  left 
leg  against  a  ladder;  next  day  he  had  pain  in  the  leg,  shivering,  and  headache. 
First  noted  swelling  5  days  after  the  accident.  On  admission,  temp.  101"8'. 
Sordes  on  lips.  Rapid  respiration.  Fluctuation  over  lower  half  of  subcutaneous 
surface  of  left  tibia.  General  redness  and  swelling  of  the  whole  leg.  Enlarged 
glands  in  the  groin  j  a  little  efiusion  into  the  ankle-joint.  Incision  4  inches 
long  made  over  tibia,  and  about  2  ounces  of  pus  evacuated  from  beneath 
periosteum,  lower  G  inches  of  inner  and  posterior  surfaces  of  the  bone  being  bare. 
Temperature  fell  to  normal  after  operation.  Five  days  later  an  abscess  was  dis- 
covered just  below  tubercle  of  tibia  ;  incised,  and  bare  bone  found.  Temp.  104'. 
Signs  of  consolidation  of  base  of  left  lung.  Abscess  opened  over  front  of  left 
ankle-joint  on  19th  day,  and  right  hip-joint  opened  for  abscess  on  47th  day  ; 
neck  of  femur  bare.  Left  knee-joint  red  and  swollen.  Fluid  in  joint ;  profuse 
discharge  from  incisions  in  leg.  Amputation  of  left  thigh  in  lower  third  on 
119th  day.  Amputation  flaps  sloughed  and  bone  projected.  Gradually  sank, 
and  died  on  160th  day  after  admission.  P.M. — Small  quantity  of  pus  in  right 
knee-joint.  Cartilages  ulcerated.  Right  hip-joint  full  of  pus.  Head  of  femur 
extensively  carious,  and  lying  on  dorsum  of  ilium.  All  cartilage  disappeared. 
Acetabulum  carious.     No  other  abscesses. 

Acute  necrosis  offihula. — Male,  set.  2.  Fell,  striking  left  knee,  2  days  before 
admission ;  whole  limb  became  very  swollen  next  day.  On  admission,  healthy- 
looking  child.  Temperature  normal,  but  pulse  rapid.  Foul  sore  over  left 
external  malleolus,  the  result  of  a  blister  ;  two  blisters  over  inner  ankle.  Whole 
left  limb  red  and  cedematous.  Glands  in  groin  enlarged.  Slight  excess  of  fluid 
in  knee-joint.  Incision  over  shaft  of  tibia  down  to  bone,  which  was  found  to  be 
normal.     Next  day  temp.  101 '4°  and  vomiting.     Fluctuation  over  left  external 
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malleolus.  Incision  setting  free  about  one  ounce  of  pus.  Malleolus  bare,  and 
soft  parts  separated  from  front  of  ankle-joint,  vvhicli  was  not  involved.  Counter 
incision  in  front  of  ankle  and  drainage-tube  inserted.  Child  died  early  on  2nd 
day  after  admission.  P.M. — Epiphyses  of  lower  ends  of  tibist,  and  fibula  normal. 
External  malleolus  bare.  Pyajmic  infarcts  in  each  lung,  some  in  quite  an  early 
stage,  others  purulent.  Lymph  on  surface,  corresponding  to  infarcts.  A  few 
eai'ly  infarcts  in  kidneys.  Liver  and  spleen  normal.  Slight  excess  of  fluid  in 
right  knee-joint.     No  pus. 

Acute  necrosis  of  femur. — Female,  set.  12.  Previously  healthy  child.  Four 
days  before  admission  fell,  striking  left  knee  against  foot-board  of  train.  Pain 
in  knee  since,  preventing  her  from  putting  her  foot  to  the  gi'ouud.  Has  not  slept 
for  three  nights,  owing  to  acute  pain.  Frequent  shivering  fits.  On  admission, 
flushed  cheeks,  sordes  on  lips,  and  temp.  101'8°.  Swelling  over  lower  end  of  left 
femur,  which  is  acutely  tender.  No  redness  of  skin  nor  fluctuation.  Slight 
excess  of  fluid  in  knee-joint.  A  few  hours  after  admission  an  incision  was  made 
in  front  of,  and  parallel  to,  tendon  of  adductor  magnus.  Periosteum  found 
separated  from  popliteal  surface  of  femur  by  about  two  ounces  of  pus.  Drainage- 
tube  introduced.  During  next  three  days  child  gradually  sank,  nearly  always 
wandering,  day  and  night.  Temperature  varied  between  100°  and  103'8°  ;  im- 
mediately before  death  it  rose  to  10G°.  No  distinct  rigors.  Discharge  from 
wound  sanious  and  scanty.  Died  on  3rd  day.  P.M. — Periosteum  separated  from 
lower  half  of  posterior  and  inner  surfaces  of  left  femur.  Epipliysis  normal. 
Medulla  just  above  lower  extremity  (?)  too  red  and  soft.  Some  pus  in  knee-joint. 
Lymph  on  both  surfaces  of  pericardium,  and  a  little  near  root  of  each  lung. 
Lungs  normal.  Abscess  of  wall  of  right  ventricle.  Multiple  small  pale  abscesses 
in  cortex  of  both  kidneys,  surrounded  by  a  vascular  zone.  Two  or  three  small 
early  abscesses  in  spleen.     Liver  soft,  small  white  fibrous  patches  on  surface. 
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Special  Table  IV. — Fractures  and  Dislocations  treated 


BONE. 

Sex.       1 

Age. 

M.       F. 

-5 

-10 

-20 

-30 

-40 

-50 

-60 

+  60 

Dislocations. 

Lower  Jaw — 
{a)  Bilateral 
(6)  Unilateral 

3 

1 
1 

2 
1 

1 

Scapula    .         .         .         .         . 

2 

... 

1 

1 

Clavicle    .         .         .         .         . 

1 

1 

Humerus — 

(«)  Subcoraeoid     . 

23 

13 

1 

6 

8 

4 

11 

5 

1 

(b)  Suliglenoid 

(c)  Subspiuous 

3 
1 

3 

3 

1 

1 

2 

Radius  and  ulna — 
{a)  Backwiirds 

14 

2 

3 

8 

1 

2 

1 

1 

(b)  Outwards 

3 

1 

1 

1 

Radius     .         .         .         .         . 

1 

1 

Ulna 

1 

" 

... 

1 

Carpus     

2 

1 

... 

2 

1 

... 

Thumb— 

(a)  Distal  phalanx. 

(b)  Proximal  phalanx    . 

(c)  Metacarpal 

2 
5 
3 

1 

i 

2 

2 

3 

2 

1 

... 

Phalanges — 

(a)  Distal      .         .         .         . 

(b)  Middle     .         .         .         . 

(c)  Proximal 

5 
5 
3 

3 
3 

"i 

3 
3 

2 
2 

1 

3 

1 

1 

i 
1 

Fbactubes. 

Inferior  Maxilla 

9 

2 

1 

5 

4 

1 

Nasal        .         .         .         .         . 

3 

7 

... 

3 

5 

1 

1 

Scapula    .         .         .         •         . 

3 

1 

1 

1 

Clavicle    .         .         .         .         . 

66 

40 

29 

25 

11 

12 

13 

9 

5 

2 

Ribs                   .         .         .         . 

91 

39 

3 

11 

42 

27 

32 

12 

3 
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in  Casualty  Department,  not  admitted  to  Wards. 


Side  of  body. 


15 

4 
1 


5 

9 
1 

47 
66 


21 
1 

9 
3 
1 
1 
2 


6 

10 

2 

59 

64 


Not 
stated. 


Remarks. 


3  by  yawning,  1  during  coughing. 
Yawning. 

Acromion  beneath  outer  end  of  clavicle.     Direct  violence. 

Sternal  end  forwards.     Fall  while  intoxicated. 


9  by  direct  violence,  17  indirect;  1  muscular  action  (throwing 

cricket  ball) ;  9  not  stated.     Chloroform  used  in  6  cases. 
3  by  direct  violence,  3  indirect.    All  reduced  without  chloroform. 
Indirect  violence. 


11  by  indirect  violence,  2  direct;  1  not  stated;  fracture  of  in- 
ternal epicondyle  in  2  cases.     Chloroform  used  in  2  cases. 
1  by  direct  violence,  2  indirect. 

Head  of  bone  forwards. 

Backwards  and  outwards. 

Backwards  in  each  case.     Direct  violence. 


2  compound. 

4  by  indirect  violence,  1  direct ;  3  backward  dislocations. 

2  by  indirect  violence,  1  direct. 


2  compound. 

3  compound. 


9  horizontal  portion  ;  1  vertical  portion ;  1  neck. 

1  compound. 

2  of  spine;  1  of  body  ;  direct  violence  in  all. 

Inner  ^rd  2 ;  middle  ^rd  12 ;  outer  ^rd  58 ;    acromial   end   9 ; 

"  greenstick  "  12  ;  remainder  not  stated. 
2nd  rib  1;  3rd  3;  4th   7;    5th  8;    6th  10;    7th   30;  8th   42; 

9th  41 ;  10th  31 ;  11th  8  ;  12th  3  ;  11  not  stated. 
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Special  Table  IV. — Fractures  and  Dislocations  treated  in 


BONE. 


FeaCTURES — continued. 

Humerus — 

(a)  Anatomical  neck 
(i)  Suro:ical  neck  . 
(c)  Shaft       . 

(rf)  Lower  extremity 

(p)  Separation  of  epiphysis 

Radius  and  ulna — 
(a)  Fracture 

(4)  Separation  of  epiphysis 

Radius — 
(a)  Fracture 
(6)  CoUes'  fracture 
(c)  Separation  of  epiphysis 

Ulna— 

(a)  Fracture 

(b)  Olecranon  (fracture) 

(c)  Separation  of  epiphysis 


Metacarpus 

Phalanges 

Tibia 

Fibula 

Metatarsus 

Phalanges 


Sex. 


M.       F. 


1 

4 
16 

14 

2 

41 
1 


37      24 

17     46 

4  ;    2 


Age. 


13 

10 

1 


29  8 

27  10 

8  2 

24  6 

7  1 

11  1 


-5      -10     -20     -30     -40     -50     -60 


3 

4 
2 

10 
1 

21 

3 
1 
1 
1 


14 

14 
2 


5 
10 

16 


10 
9 
1 


4  8  10 
12  3 
3       5       1 


1 89 1 — Suryical. 


479 


Casualty  Department ^  nut  admitted  to   Wards -~co\\\.n\\\Q(\. 


Side  of  body. 


stated. 


Remarks. 


5 

10 


23 
1 


28 

28 

2 


11 
3 


26 

18 

6 

12 
5 


1 

7 

12 

13 

5 

26 


33 

33 
4 


13 

8 
1 

11 

19 

18 
3 
7 


Middle -^rd  13;  upper  ^rd  2;  lower  4rd  7  ;  muscular  iictiou  1  case 

(throwing  cricket  ball). 
T-shaped  into  joint  6;  e.\.ternal  condyle  6 ;  internal  condyle  9; 

internal  epicondyle  1. 
Upper  4  ;  lower  3. 


Upper  ird  of  bones  8 ;  middle  12 ;  lower  13 ;  "  greeustick  "  12 ; 

compound  1. 
Lower  epiphysis  1. 


Upper  ird  11  ;  middlu  11 ;  losver  IS  ;  "  greenstick  "  13. 
Impacted  3. 
Upper  2;  lower  4. 


Upper  -^rd  11 ;  middle  5  ;  lower  10;  "  greenstick  "  2. 

Lower  epiphysis  1. 

1st  metacarpal  13;  2nd  5;  3rd  7;  4th  8:  5th  2;  compound  3. 

Thumb  10 ;  index  6 ;  middle  7 ;  ring  5  ;  little  7  ;  not  stated  2 ; 
compound  13. 

Middle  of  shaft  1 ;  lower  ^rd  2  ;  internal  malleolus  2  ;  "  green- 
stick  "  2;  splintered  1 ;  not  stated  1 ;  separation  of  upper  epi- 
physis 1. 

Lower  -^rd  21 ;  upper  ^rd  2 ;  external  malleolus  6  ;  not  stated  1. 

1st  metatarsal  3  ;  2nd  1 ;  3rd  2  ;  4th  1 ;  5th  3  ;  compound  1. 
Great  toe  8;  2nd  2 ;  4th  1 ;  not  stated  1 ;  compound  1. 
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THE    MIDWIFEEY     DEPAETiAIENT 

FOR    1891. 


By  ROBERT  CORY,  M.A.,  M.D.,  F.R.C.P. 


The  Resident  Accoucheurs  fob  the  teae  were  Messes.  W.  R.  Caster, 
T.  H.  Harper,  W.  G.  Stokes,  and  W.  F.  Umnet. 


From  the  1st  of  January,  1891,  to  the  31st  of  December, 
1891  (both  dates  inclusive),  2249  women  were  attended.  Of 
these,  2225  resulted  in  single  births  and  24  in  multiple  births. 
There  were  15  cases  of  abortion  among  the  single  births. 

In  the  following  table  the  presentations  of  the  children  are 
classified  : 


Among  the 
single  births. 

Among  the 
twin  births. 

Total. 

Vertex           .... 

.     2145 

33 

2178 

Breech           .... 

36 

8 

44 

Superior  extremities,  including 

the 

shoulder 

6 

2 

8 

Head  and  hand     . 

1 

2 

3 

Inferior  extremities 

17 

4 

21 

Head  and  foot 

1 

1 

2 

Face , 

4 

0 

4 

Abortions      .... 

15 

0 

15 

2225 

50 

2275 

L.  XSI. 

31 
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Of  the  2249  cases  attended, 

364  were  1st  confinements. 


333     , 

2nd 

291     , 

3rd 

289     , 

4th 

225     , 

5  th 

208     , 

,     6th 

157    . 

,     7th 

124     „      8th 

103     , 

,      9th 

64  were  10th  confinements. 


47 

,, 

11th 

21 

>> 

12th 

11 

)> 

13th 

6 

„ 

14th 

1 

» 

15th 

2 

,, 

16th 

1 

„ 

18th 

2249 

The  following  table  gives  the  number  of  women  confined 
at  each  successive  year  of  life ;  the  youngest  mother  being 
17,  and  the  oldest  47  years  of  age : 


At  the  age  of 

No.  of  women  confined. 

At  the  age  of 

No.  of  women  confined 

17 

1 

33 

77 

18 

18 

34 

90 

19 

52 

35 

74 

20 

96 

36 

66 

21 

111 

37 

62 

22 

127 

38 

59 

23 

139 

39 

57 

24 

146 

40 

44 

25 

140 

41 

21 

26 

132 

42 

29 

27 

113 

43 

12 

28 

146 

44 

12 

29 

114 

45 

2 

30 

140 

46 

0 

31 

70 

47 

1 

32 

98 

2249 

The  FORCEPS  were  used  in  39  cases.     The  reasons  given  for 
their  use  may  be  tabulated  as  follows  : 


Delay  during  1st  stage  of  labour . 


Delay  during  2nd  stage  of  labour 


13 


26 


5  contracted  pelves. 

6  inertia. 

1  premature  labour. 
1  placenta  praevia. 
22  tedious. 
1  face. 

1  large  head. 

2  not  stated. 
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There  were  13  cases  of  primiparge  among  the  39  forceps 
cases,  and  2  cases  of  rupture  of  the  perinseum  are  reported,  1 
only  being  a  primipara. 


Placenta  pejivia. 

Three  cases  of   placenta  praevia  are   reported   as  having 
occurred  during  the  year. 


No. 

Age  of 
mother. 

Confine- 
ment. 

Sex  of 
child. 

Treatment. 

Result  to 
mother. 

Result  to 
child. 

Placental 
position. 

7764 

92 

1532 

34 
25 
42 

6th 
4th 
8th 

M. 
F. 

F. 

Version 

Recovery 

Stillborn 
» 

Not  stated 

Cases  of  Version. 

Podalic  version  was  resorted  to  in  9  cases :  3  for  presenta- 
tion of  shoulder,  I  for  contracted  pelvis,  1  for  head  and  foot 
presentation,  1  for  elbow,  and  3  for  placenta  prsevia ;  8  of  the 
children  were  stillborn. 


The  BREECH  presented  in  36  cases  among  the  single  births, 
which  gives  a  proportion  of  1  in  every  61*8;  12  of  the 
children  were  stillborn,  which  is  equivalent  to  a  death-rate 
of  33'3  per  cent. 
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Four  maternal  deaths  are  recorded  during  the  year. 


No. 

Age. 

Confine- 
ment. 

Sex 

of 

child. 

Result  to 
chUd. 

Interval  be- 
tween birth  of 
child  and  death 

of  mother. 

Cause. 

7515 

30 

3rd 

M. 

Living 

8  days 

Consumption 

905 

31 

6tli 

M. 

Stillborn 

40  minutes 

Haemorrhage 

1090 

22 

2nd 

F. 

» 

QQ  hours 

Sudden  death 

1201 

30 

6  th 

F. 

Living 

7  days 

Acute  bronchitis,  of  which  she 
suffered  before  confinement 

A  death-rate  of  *18  per  cent. 


Of  the  Children. — The  number  of  children  born  among 
the  2249  women  attended  during  the  year  was  2275^  there 
being  22  cases  of  twins  and  2  cases  of  triplets.  The  sexes  of 
2223  of  them  were  1122  males  and  1101  females.  The  sex  of 
52  is  not  stated. 


There  were  98  stillbirths,  or  1  in  22' 9  labours,  or  4-3  per 
cent. 


The    characters    of   the    labours    in    which    the    stillbirths 
occurred  are  given  below. 

Natural  labours,  including  cases  of  intra-uterijie  maceration  .         .  35 

Abortions        ...........  15 

Premature       ...........  11 

Breech 12 

Funis  presentations 2 

Forceps ............  5 

Footlings 5 

Placenta  praevia 3 

Versions 8 

Occipito-posterior            .........  1 

Face        ............  1 

98 
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The  following  table  gives  particulars  of  the  cases  of  mul- 
tiple births  : 


a  »i 

jo    . 

1 

No. 

=  1 

Date  of 
birth. 

Sex.            r^  u  Result  to  children.!                Preaentations. 

!s5                            1 

6821 

30 

5 

1st. 

2n(l. 

3rd.  I(S  =    1st. 

2nd. 

3rd.    1st  child.    2aa  child.   3rd  child. 

Jan.  13 

M. 

P. 

M.    L.    L. 

L. 

L.     Vertex     Breech     Vertex 

7068 

28 

4 

Feb.  10 

M. 

M. 

...     L.     L. 

S. 

...   :       „          Vertex 

7072 

34 

9 

March  3 

M. 

M. 

...     L.     L. 

S. 

...          „        Shoulder 

7094 

33 

2 

Jan.  5 

M. 

F. 

...     L.     L. 

L. 

1  Vertex 

7266 

30 

5 

March  3 

F. 

F. 

...     L. 

L. 

L. 

i> 

Feet 

7859 

36 

8 

May  3 

M. 

F. 

...     L. 

L. 

L. 

...   1       » 

Vertex 

7571 

21 

1 

March  22 

F. 

F. 

...     L. 

L. 

L. 

7573 

31 

11 

Feb.  20 

F, 

F. 

...     L. 

S. 

L. 

Breech  i        „ 

7610 

30 

3 

May  7 

M. 

F. 

...     L. 

L. 

L. 

Vertex 

Feet 

7730 

19 

1 

May  3 

F. 

F. 

...     L. 

L. 

L. 

• . .   ,       » 

„ 

7835 

31 

5 

Juue  11 

M. 

M. 

...  ;l. 

L. 

L. 

j 

Arm  and 

hand 

7905 

34 

7 

July  20 

F. 

F. 

...     L, 

L. 

L. 

... 

» 

Vertex 

164 

29 

4 

Aug.  8 

F. 

F. 

...     L. 

L. 

L. 

..•          )i 

, 

168 

32 

7 

July  4 

M. 

F. 

...     L. 

L. 

L. 

Breech     Breech 

269 

23 

3 

July  6 

F. 

F. 

...     L. 

L. 

L. 

...      Vertex     Vertex 

514 

23 

1 

Oct.  6 

M. 

M. 

...     L. 

L. 

S. 

...  i       »       1     Feet 

663 

23 

1 

Aug.  12 

F. 

F. 

...   iL. 

L. 

L. 

•  ••1       » 

Vertex 

675 

27 

7 

Aug.  17 

F. 

F. 

...     L. 

S. 

L. 

u 

677 

40 

8 

Aug.  10 

M. 

F. 

...     L. 

L. 

L. 

» 

Ji 

687 

25 

4 

Aug.  1 

M. 

M. 

L. 

S. 

S. 

Breech 

Breech 

740 

39 

13 

Nov.  14 

M. 

F. 

... 

L. 

L. 

S. 

„ 

„ 

1366 

35 

8 

Dec.  14 

F. 

F. 

P. 

L. 

L. 

L. 

L.     Vertex 

Hand     Footand 
and  foot     vertex 

1490 

33 

6 

Dec.  21 

M. 

F. 

L. 

L. 

L. 

...     Breech 

Vertex  1 

1593 

35 

7 

Dec.  20 

F. 

F. 

... 

L. 

L. 

L. 

Vertex 

Shoulder 

REPORT 

OF   THE 

IN-PATIENT   DEPARTMENT  FOR  DISEASES 
OF  WOMEN 

FOR   THE  YEAR  1891. 


By  CHARLES  J.  CULLINGWORTH,  M.D.,  F.E.C.P. 


In  the  preparation  of  the  following  report  I  have  grate- 
fully to  acknowledge  the  assistance  I  have  received  from 
Dr.  W.  F.  Umney,  who  kindly  undertook  the  compila- 
tion of  Tables  I  and  II.  These  tables  comprise  the  general 
statement  of  patients  and  general  table  of  diseases.  For  the 
tables  of  operations  and  of  the  causes  of  death  in  fatal  cases, 
as  well  as  for  the  two  special  tables  dealing  with  the  abdo- 
minal operations^  and  for  the  remarks  which  follow  them,  I 
am,  as  on  previous  occasions,  personally  responsible. 

Table  I. 


General  Statement  of  Patients  in  Adelaide  Ward. 

Number  of  Beds  in  Ward  (including  small  Ward) 

Number  of  Patients  in  Ward,  Jan.  Ist,  1891  . 
„  „  „      Dec.  31st,  1891. 

„  „        discharged  or  who  died  during  1891 : 

Cured 

Relieved 

Unrelieved  or  other  causes 

Died 

Total     ... 
Average  number  of  days  of  each  patient's  stay  in  hospital — 24"56. 


21 


12 

10 

J  1891 : 

Rate  per  cent. 

...     114 

50-44 

...       75 

33-18 

...       29 

12-83 

7 

3-54 

...     225 

99-99 

488 
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REMARKS. 

The  case  "  relieved  "  refused  operation ;  the  others  all  under- 
went operation.  One  fatal  case  due  to  secondary  haemorrhage 
owing  to  ligature  of  pedicle  slipping ;  the  other  due  to  shock 
owing  to  enormous  size  of  tumour. 

All  underwent  abdominal  section.  Fatal  case  never  rallied 
from  operation;  obstruction  of  small  intestine  by  adhesion. 

Both  carcinomatous. 

Death  in  fatal  case  occurred  6  weeks  after  operation  from  ex- 
tension of  growth  in  pelvis. 
Growth  not  removed ;  large  quantity  of  ascitic  fluid  removed. 

The  unrelieved  case  refused  operation ;  the  others  underwent 
abdominal  section.     Two  probably  cases  of  tubal  gestation. 

No  operation  suggested ;  condition  remained  the  same. 

Unrelieved  case  went  out  at  own  request;  other  cases  treated 
with  i-est. 

Abdominal  section  in  all  cases.  Two  cases  septic  in  origin; 
others  probably  gonorrhoeal.  In  one  case  faecal  fistula  re- 
sulted from  rent  in  bowel. 

Qonorrhceal  origin ;  abdominal  section. 
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DISEASE. 

I.  Diseases  of  Ovary. 

Ci/sts. 

a.  Simple  and  multiple    . 

b.  Suppurating 

c.  Malignant  . 

Carcinoma 

Infective  papilloma   . 
Prolapse   .         .         .         . 

II.  Diseases   of   Fallopian 

Tubes. 
Haematosalpinx 

Hydrosalpinx    . 
Salpingitis 

Pyosalpinx 

Tubo-ovarian  cyst  (suppu- 
rating) 

DiseMses  of  Women  for  the  year  1891. 
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IX, 

I'he  relieved  cases  were  treated — One  by  vaginal  hysterectomy  ; 
one  by  supra-vaginal  amputation  of  cervix;  in  one  the  cervix 
was  congenitally  hypertrophied,  so  that  infra- vaginal  ampu- 
tation sufficed.  Of  the  unrelieved  cases — Six  were  too  far 
advanced  for  operation,  and  the  others  refused  operation. 
In  the  case  that  died,  vaginal  hysterectomy  was  performed, 
patient  dying  of  shock. 

From  old  pelvic  peritonitis. 

Dilatation  with  metallic  bougies. 

In  one  case  relieved  only,  as  uterus  was  bound  down  by  adhe- 
sions; in  otlier  case  it  was  replaced,  and  Hodge's  pessary 
inserted. 

Cup  and  stem  pessary  used  in  one  case ;  the  other  case  deve- 
loped delirium  tremens,  and  refused  operation. 

Supra-vaginal  amputation  of  cervix  had  been  performed  out- 
side for  carcinoma.  Came  up  merely  for  opinion  as  to  re- 
currence.    No  signs  of  it. 

The  result  of  labour.     Cured  by  third  operation. 

The  result  of  cicatricial  adhesions  after  labour.    Hsematokolpos 

and  hiBuiatometra.    Septum  divided  and  retained  menstrual 

fluid  allowed  to  drain  gradually  away. 
Caused  by  pessary,  which  had  not  been  removed  for  14  years. 
Iodide  of  potassium  produced  acne  rash. 
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IV.  Diseases  of  Uteetis  and 

Ceevix — continued. 
Carcinoma  of  cervix  . 

Latero-version  . 

Anteflexion 

Retroflexion 

Prolapse    .        .         .        . 

Recurrence   of   malignant 
growth 

V.  Diseases     op     Vagina, 

Vulva,  &c. 
Vesico-vaginal  fistula 
Atresia  vagina3 . 

Ulceration  (simple)    . 
Syphilitic     ulceration     of 
vagina 

Diseases  of  Women  for  the  Year  1891. 
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Table  III. — Operations  performed  during  the  Year. 


Abdominal  section : 

Cystic  adenoma  of  ovary 

„  „  „      (suppurating) 

Carcinoma  of  ovary  (cystic) 
„  „       (solid)  . 

Papillomatous  cyst  of  ovary 

„  „  „      (suppurating) 

Suppurating  dermoid  cyst  of  ovary     . 
ParovHrian  cyst    . 
Suppurating  retro-peritoneal  cyst 
Caesarian  section  . 
Abscess  of  ovary   . 
Suppurating  tubo-ovarian  cyst 
Chronic  salpingitis 
Purulent  salpingitis 
Hsemato-salpinx  . 

Ovarian  blood  cyst  with  chronic  salpingitis 
Oophorectomy  tor  uterine  fibroids 
Perforation  of  vermiform  appendix     . 
Tubal  gestation     . 

Tubercle  of  appendages  and  peritoneum 
Pelvic  abscess 
Exploratory  incisions — 

Papilloma  of  ovary 

Ascites  and  subperitoneal  fibroid 

Tubercular  peritonitis  . 

Hydramnion 

Vesico-vaginal  fistula  . 

Fibroid  polypus  of  uterus 

Acnte  inversion  of  uterus 

Supra-vaginal  amputation  of  cervix  uteri  . 

Infra-vaginal  amputation  of  cervix  uteri  . 

Artificial  anus  (Mr.  Pitts) 

Vaginal  hysterectomy  . 

Atresia  vaginee 

Anterior  and  posterior  colporrhaphy 

Total  number  of  operations 


.  8 

.  4 

.  2 

.  1 

.  2 

.  1 

.  1 

.  1 

.  1 

.  1 

.  3 

.  1 

.  1 

.  12 

.  4 

.  1 

.  2 

.  1 

.  1 

.  3 

.  2 

1 
1 
1 

1  =  4 
—57 
2 
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Table  IV. — Causes  of  Death  in  Fatal  Cases. 

Shock :  (1)  twenty-four  hours  after  an  exploratory  incision  in  a  case  of 
tubercular  disease  of  the  uterine  appendiiges,  &c. ;  (2)  during  removal 
of  an  exceptionally  large  ovarian  tumour;  and  (3)  after  vaginal 
hysterectomy  for  cancer  of  the  cervix     .  .  .  .3 

Haemorrhage  from  slipping  of  ligature  after  ovariotomy  .  .         1 

Exhaustion  from  carcinomatous  disease  in  pelvis,  the  ovary  having  been 

removed  for  carcinoma  six  weeks  previously  .  .  .1 

Intestinal  obstruction :  (1)  from  inflammatory  adhesions  six  days  after 
abdominal  section,  in  a  case  of  suppurating  ovarian  cyst ;  (2)  from 
recurrence  of  disease  in  pelvis  ten  months  after  removal  of  ovary  for 
flbro-sarcoma  .  .  .  .  .  .2 

Total  .  .  .  .  .7 


Abdominal  Section. 

The  number  of  cases  of  abdominal  section  during  the 
year  was  fifty-seven.  They  are  arranged  as  before  in  two 
tables. 

Table  I  includes  all  the  cases  in  which  the  operation  was 
performed  for  ovarian  or  broad  ligament  tumours.  These 
cases  are  nineteen  in  number,  of  which  two  died  from  the 
operation,  and  one,  a  case  of  carcinoma,  died  six  weeks  after 
the  operation  from  recurrence  of  the  disease.  Of  the  two 
deaths  from  the  operation  one  occurred  from  hseraorrhage, 
due  to  the  escape  of  the  outer  part  of  the  pedicle  from  its 
ligature.  The  abdomen  was  reopened  with  as  little  delay 
as  possible  and  the  pedicle  secured,  but  the  patient  unfor- 
tunately did  not  rally  from  the  combined  effects  of  the  loss 
of  blood  and  a  second  operation.  The  other  death  took 
place  before  the  operation  was  concluded.  The  tumour  was 
probably  the  largest  in  which  an  attempt  at  removal  has 
been  made;  it  weighed  154^  lbs.,  about  twice  the  weight  of 
the  patient.  The  following  note  of  the  case  appeared  in 
in  the  '  Lancet^  for  May  2nd,  1891  :  ''  The  patient  was  a 
widow,  aged  forty-five,  who  had  had  no  children,  and  who 
had  been  the  stewardess  on  a  well-known  line  of  Channel 
steamers  for  many  years.  The  swelling  of  the  abdomen  was 
first  noticed  nine  years  ago ;   for  three  years  and  a  half  it 
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had  been  so  large  that  she  had  been  unable  to  go  beyond 
her  own   garden  ;  for  two  years   she  had  not  left  her  room, 
and  for  six  months  she  had  not  left  her  bed.      She  had  per- 
sistently refused  operation  until  recently.      After  admission 
on   April    9th   the   abdomen    was    found    to    be    uniformly 
and  enormously  distended  by  a  fluctuating  swelling,   con- 
sisting of  one  large  cyst  distending  the  lower  part  of  the 
thorax,  and  hanging  down,  as  she  sat  in  bed,  as  far  as  the 
knees,    completely   concealing  the    thighs.      The   girth,    1^ 
inches  above  the  umbilicus,  was  67  inches ;   the  measure- 
ment from  the  ensiform  cartilage  to  the  symphysis  pubis 
was    38   inches.      The  body   was   greatly    emaciated.      The 
appearance  presented  by  the  patient  was  most  remarkable, 
but  she  was  very  cheerful.      There  was  some  albuminuria. 
On  April   13th,  preparatory  to   operation  and  in  order  to 
diminish  the  shock,  the  abdomen  was  punctured  by  a  fine 
trocar,  attached  to  a  long  india-rubber  tube  with  the  lower 
end  placed  under  a  measured  quantity  of  solution  of  carbolic 
acid,  and  the  fluid  from  the  cyst  allowed  to  flow  away  for 
seven  hours.      Seventy-four  pints  of  thick  grumous  choco- 
late-coloured fluid  escaped,  containing  much  altered  blood. 
The  day  after  this  an  attempt  was  made,  under  ether,  to 
remove  the  tumour.      The  whole  of  the  anterior  surface  of 
the  cyst  was  adherent  to  the  abdominal  wall.      There  were 
comparatively  few  adhesions   posteriorly,  but  more  in  the 
pelvis.      At  the  end  of  half  an  hour  the  patient  became 
seriously  collapsed  and  the  cyst  was  quickly  extracted.      It 
was  a  large,  thick-walled,  single  (inflamed)   cyst  of  the  left 
ovary.      The  patient  died  before  the  closure  of  the  abdominal 
wound  had  been  completed,  in  spite  of  persistent  efforts  at 
resuscitation."      Could  this  patient  have  been  prevailed  upon 
to  have  the  tumour  removed  earlier,  before  it  had  attained 
such  colossal  dimensions,  and  before  haemorrhage  and  in- 
flammation had  taken  place,  the  operation  would  have  been 
an  exceedingly  simple  and  easy  one,  and  the  result  almost 
certainly  favourable.      As  it  was,  the  operation  was  a  des- 
perate undertaking  for  a  desperate  condition.      Had  I  been 
intent  on  keeping  my  mortality  statistics  low,  I  should  not 
have  ventured  upon  an  operation  where  the  odds  were  so 
terribly    against    success,   but   it    seemed    to   me  that   the 
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patient,  having  given  her  consent  and  accepted  the  risk, 
ought  not  to  be  allowed  to  die  without  an  attempt  being 
made  to  save  her. 

Amongst  the  cases  of  recovery  was  that  of  a  girl,  aged 
nineteen,  with  a  solid  sarcomatous  tumour  of  the  right 
ovary,  1  lb.  3^  oz.  in  weight,  without  adhesions.  At  the 
time  of  writing,  two  years  after  the  operation,  there  is  no 
sign  of  recurrence  ;  the  patient  is  in  good  health  and  able 
to  do  her  work. 

No  fewer  than  four  of  the  cases  tabulated  were  examples 
of  infective  papilloma  (Nos.  2,  5,  9,  and  10).  In  one  case 
the  papillomatous  growth  was  undergoing  colloid  degenera- 
tion. Both  ovaries  were  cystic.  On  one  side  the  main 
cyst  had  undergone  rupture,  which  no  doubt  accounted  for 
the  ascites  present.  In  the  second  case  also  both  ovaries 
were  cystic,  one  of  the  cysts  in  each  ovary  being  in  a  state 
of  suppuration.  In  the  third  case  both  ovaries  were 
diseased,  one  being  the  seat  of  a  mass  of  proliferating  new 
growth,  the  other  of  a  densely  adherent  cystic  adenoma. 
Nothing  was  done  on  this  occasion  beyond  exploring  the 
abdomen  and  removing  the  ascitic  fluid,  the  quantity  of  which 
was  considerable  (seventeen  pints).  For  three  months  there 
was  no  return  of  the  effusion.  After  that  the  abdomen  again 
began  to  be  enlarged,  and,  at  the  end  of  the  year,  I  re- 
opened the  abdomen  and  removed  the  whole  of  the  papil- 
loma. The  patient  has  now  remained  well  for  over  twelve 
months.  In  the  fourth  case  the  disease  again  was  bilateral 
and  associated  with  cystic  adenoma.  Both  ovaries  were 
removed,  and  this  patient,  like  the  rest,  made  an  excellent 
recovery. 

Two  examples  of  twisted  pedicle  occurred  during  the 
year.  In  one  case  the  result  had  been  acute  inflammation 
of  the  cyst-wall  producing  universal  and  highly  vascular 
adhesions  to  all  the  surrounding  parts.  In  the  other  the 
extreme  pain  and  tenderness  were  due  to  the  hemorrhage 
that  had  taken  place,  as  a  result  of  the  venous  strangulation, 
both  into  the  interior  of  the  cyst  and  amongst  the  tissues  of 
its  wall.      Both  patients  made  an  uninterrupted  recovery. 

There  were  two  cases  of  dermoid  of  the  ovary.  In  one 
of  these  there  was  an  ordinary  cystic  adenoma  of  the  right 
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ovary,  and  a  dermoid   cyst    of   the    left  ;  both  were   shown 
under    the    microscope    to    be    undergoing    carcinomatous 
degeneration.      The  other  was  the  case  of  a  woman  who  had 
been    recently    delivered    in    the     maternity    home-patient 
department  of  the  hospital.      She  was  not  aware,  pre^-iously 
to  her   confinement,  that  she   had  a   tumour,  and  when   she 
was   admitted  to  the  hospital,  nineteen   days  after  delivery, 
it  was  thought  that  the  abdominal  swelling,  which  had  only 
been  noticed  the   previous   day  and  was   behind  the  uterus, 
might  be  a  haematocele.      She  had  had  a  high  temperature 
for  a  fortnight,  that  is  from  the  fifth  day  after  delivery,  but 
she  had  had  no  rigor  or  sickness  and  had  not  complained  of 
pain  until   within  the  past  four   or  five   days.      During  the 
night  of  June  2nd — 3rd  there  occurred,  along  with  an  action 
of  the  bowels,  a  discharge  of  about  a  pint  of  thick  foetid  pus 
per  rectum.      The  temperature  at  once  fell  to  normal.      Pus 
continued  to  pass  with  each  evacuation  until  the  7th  June, 
On  the  13th  the  temperature  again  rose,  and  the  abdominal 
swelling  was  evidently  increasing  again.      Next   day  there 
was  a  further  escape  of  pus  from   the  rectum  and  this  con- 
tinued, without  diminishing  the  temperature,  up  to  the  18th, 
when  abdominal  section  was  performed.      The  swelling  then 
proved  to   be   a   suppurating   dermoid   of    the  right   ovary, 
containing  a  mass  of  hair  and  28  fl.  oz.  of  thick  yellow  fluid. 
The  cyst  was  everywhere  adherent  and  a  direct  communica- 
tion existed  between  it  and  the  right  Fallopian  tube,  which 
was  in  a  state  of  acute  suppurative  inflammation.      The  cyst 
had   also    opened,    by    ulceration,   into    the    rectum.      The 
operation  was  one  of  extreme  diflficulty  and    occupied  two 
and  a  half  hours.      Notwithstanding  the  utmost  care  some 
of  the  foetid  contents  of  the  cyst  escaped  during  the  opera- 
tion, through  rents  in  the  wall,  into  the  abdominal  cavity. 
The  cyst  was  eventually  separated  and  removed,  along  with 
the  Fallopian  tube,  the  peritoneum  freely  flushed  with  hot 
boracic   acid   solution,   a    drainage-tube    inserted,    and   the 
abdominal    incision   closed.      Convalescence   was    somewhat 
prolonged    owing  to  protracted    suppuration,   but   on   Sep- 
tember 10th,  a  week  after  the  patient  had  left  the  hospital, 
she  wrote  to  say  the  sinus  had  closed.      There  has  been  no 
further  discharge  and  the  patient  remains  well. 
VOL.  XXI.  32 
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In  one  of  the  cases  of  suppurating  ovarian  adenoma 
(No.  17)  the  change  in  the  contents  of  the  cyst  had  given 
rise  to  an  accumulation  of  the  gaseous  products  of  decom- 
position within  the  cyst.  The  result  was  that  the  percussion- 
note  over  the  tumour  was  tympanitic.  I  have  already,  in  a 
paper  contributed  to  a  previous  volume  of  these  reports 
(^  St.  Thomas's  Hosp.  Reports/  vol.  xvii,  p.  142),  liad 
occasion  to  allude  to  the  occasional  occurrence  of  this 
phenomenon. 

This  case  (No.  17)  presented  another  point  of  interest. 
Inflamed,  and  especially  suppurating,  cysts  are  always 
adherent  to  surrounding  parts,  and,  when  the  inflammation 
has  been  of  long  standing,  these  parts  themselves  become 
the  seat  of  various  inflammatory  changes.  In  the  case  of 
the  intestine  the  result  is  that  the  wall  becomes  thickened, 
softened,  and  friable,  and,  when  the  support  of  the  adherent 
cyst  is  removed,  is  liable  to  give  way  under  the  strain  of 
coughing,  sneezing,  laughing,  or  painful  defecation,  and  to 
allow  the  contents  of  the  bowel  to  escape.  The  patient, 
A.  S — ,  was  an  example  of  this.  On  the  evening  of  Sep- 
tember 7th  (the  operation  having  taken  place  on  the  1st)  she 
felt  something  give  way  whilst  she  was  laughing.  Soon 
afterwards,  on  the  same  evening,  a  fsecal  odour  was  perceived 
on  removing  the  dressings,  and  next  morning  a  decided  stain 
appeared  on  them.  This  continued  for  ten  days,  when  the 
rupture  finally  and  spontaneously  closed.  So  constantly 
does  spontaneous  healing  take  place  under  similar  circum- 
stances that  the  accident  has  long  ceased  to  cause  me  serious 
anxiety. 

There  was  only  one  case  of  parovarian  cyst  in  the  series. 
The  cyst  was  removed  and  is  now  in  the  hospital  museum. 
The  patient  made  an  absolutely  uninterrupted  recovery. 

The  cases  in  Table  II  are  thirty-eight  in  number.  They 
comprise  twenty-nine  cases  of  removal  of  diseased  uterine 
appendages  ;  two  cases  of  removal  of  the  normal  tubes  and 
ovaries  for  uterine  fibroids  ;  one  case  of  hydramnion  (mis- 
taken for  an  ovarian  cyst)  ;  one  of  Caesarian  section  ;  one  of 
perforation  of  the  appendix  vermiformis  ;  one  of  unruptured 
tubal  gestation  with  apoplexy  of  the  ovum  ;  one  of  tuber- 
cular peritonitis  ;  one  of  removal  of  a  sub-peritoneal  fibroid 
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of  the  uterus ;  and  one  of  evacuation  of  a  small  retro- 
peritoneal abscess  probably  connected  with  inflamed  glands. 

Two  cases  in  this  series  proved  fatal.  One  of  the  patients 
died  from  intestinal  obstruction,  due  to  some  coils  of  bowel 
falling-  into  the  space  left  vacant  by  the  removal  of  a  sup- 
purating ovarian  cyst  and  becoming  adherent  to  a  part  of 
the  pelvic  wall  from  which  the  cyst  had  been  separated. 
The  other  died  from  shock  twenty-four  hours  after  an 
operation  lasting  three  hours.  The  case  was  one  of  tuber- 
cular disease  of  the  tubes,  ovaries,  and  uterus,  with  a  large 
iutra-peritoneal  abscess  that  had  originated  in  the  pelvis  and 
had  already  opened  at  the  umbilicus.  The  operation  was  one 
of  extreme  difficulty  and  severity,  and  would  not  have  been 
undertaken  except  under  a  strong  sense  of  duty. 

Altogether,  considering  the  very  serious  nature  of  many 
of  the  operations  in  this  Table,  a  mortality  of  one  in  nineteen 
cannot  be  considered  excessive. 

Cases  1,  2,  3,  4,  6,  7,  8,  9,  and  11  have  been  communi- 
cated in  full  detail  to  the  Obstetrical  Society  of  London  in 
a  paper  published  in  the  '  Transactions  '  for  1892,  ''  On  the 
Value  of  Abdominal  Section  in  certain  cases  of  Pelvic  Peri- 
tonitis." The  case  of  Caesarian  section  was  also  the  subject 
of  a  paper  read  before  the  same  Society.  The  case  of  un- 
ruptured tubal  gestation,  with  apoplectic  ovum,  was  de- 
scribed in  a  paper  on  tubal  gestation  in  the  last  volume  of 
these  reports. 

In  accordance  with  the  plan  adopted  last  year,  I  may 
conclude  this  report  by  summarising  the  various  conditions 
found  in  the  twenty-nine  operations  undertaken  for  disease 
of  the  uterine  appendages.  In  twenty-three  of  the  twenty- 
nine  cases  the  disease  was  of  a  suppurative  character.  In 
nine  cases  the  tubes  were  the  seat  of  the  suppuration  (in 
two  of  these  there  was  also  an  intra-peritoneal  abscess)  ;  in 
seven  cases  the  ovary  was  the  suppurating  organ,  and  in 
five  both  tubes  and  ovaries  contained  pus.  In  the  remain- 
ing two  cases  the  source  of  the  suppuration  was  not  dis- 
covered. In  one  a  number  of  intra-peritoneal  collections  of 
pus  existed,  along  with  disease  of  the  Fallopian  tube,  which, 
howeverj-at  the  time  of  operation  was  not  itself  suppurating. 
In  the  other  the  intestines  were  so   deeply  involved  in  the 
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matting  of  the  pelvic  viscera  that  the  operation  was  not 
completed.  A  profuse  discharge  of  pus  took  place  a  few 
days  later  from  the  rectum  with  complete  relief  to  the 
symptoms.  Of  the  cases  of  ovarian  suppuration,  three 
were  complicated  with  salpingitis,  two  were  of  a  tubercular 
character  and  were  associated  with  tubercular  disease  of  the 
Fallopian  tubes,  and,  in  one  instance,  with  tubercle  of  the 
peritoneum,  Avhilst  one,  a  case  of  multiple  abscesses  in  the 
ovary,  was  complicated  with  a  fistulous  communication 
between  one  of  the  ovarian  abscesses  and  the  vagina.  Of 
the  cases  in  which  both  tube  and  ovary  were  the  seat  of 
suppuration,  one  was  the  advanced  case  of  tubercle  of  tubes, 
ovaries,  and  uterus  already  alluded  to,  in  which  a  large 
intra-abdominal  abscess  had  formed,  and  had  burst  at  the 
umbilicus,  and  in  which  the  operation  proved  fatal. 

Of  the  six  non-purulent  cases,  two  were  cases  of  salpin- 
gitis, one  of  which  was  complicated  with  a  blood-cyst  of  the 
ovary ;  and  four  were  cases  of  haematosalpinx  with  intra- 
peritoneal haematocele,  in  one  of  which  were  found  mem- 
branous products  of  conception. 

As  to  the  results,  twenty-seven  of  the  patients  recovered 
and  two  died.  Of  the  former,  nineteen  recovered  without 
complication ;  one  suffered  from  broncho-pneumonia  and 
one  from  cystitis  during  convalescence  ;  one  had  a  faBcal 
fistula  and  was  transferred  to  the  Surgical  Wards ;  and  five 
had  some  pelvic  suppuration  with  a  sinus  at  the  lower  angle 
of  the  wound.  In  only  one  case  had  the  sinus  failed  to 
close  when  the  patient  was  last  seen. 
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STATISTICAL  REPORT 

OF 

THE    OPHTHALMIC    DEPAETMENT 

FOR  THE  YEAR  1891. 


By  C.  H.  USHER,  M.B.,  B.C.Cantab., 

LATE  OPHTHALMIC  HOUSE  SUEGEOK. 


During  the  year  there  were  3995  new  out-patients,  238  in- 
patients were  admitted^  and  207  major  operations  were  per- 
fornaed. 


Table  of  In-patients. 

Amblyopia,  tobacco 

3 

Granular  lids 

3 

„          functional . 

1 

Hyalitis  and  iritis 

.       2 

Anterior  staphyloma     . 

1 

Iritic  adhesions  after  extraction 

1 

Burn  with  iron     . 

1 

Iritis,  rheumatic  . 

8 

Cataract,  senile     . 

39 

„      syphilitic    . 

4 

„         congenital 

3 

„      serous 

1 

„         lamellar 

6 

Keratitis,  interstitial    . 

4 

„         traumatic 

5 

,,         ulcerative     . 

1 

Conical  cornea 

1 

Kerato-iritis 

1 

Conjunctival  adhesions 

1 

Lacrimal  abscess  . 

4 

Choroido-retinitis 

1 

Lids,  disease  of    . 

1 

Corneal  opacities  . 

5 

Lost  eyes 

6 

„       ulcers 

18 

Lupus  of  palpeoral  conjunctiva 

1 

„           „     hypopyon,  dendritic 

Membrane  after  extraction  . 

6 

suppurating,  serpiginous 

14 

Myopia          .... 

1 

Detached  retina    . 

3 

Ophthalmia,  purulent  . 

2 

Ectropion     .... 

2 

„           gonorrhoeal 

4 

Entropion     .... 

2 

„            neonatorum 

1 

„        congenital     . 

1 

„            muco-purulent 

4 

Glaucoma,  acute  . 

2 

Ophthalmoplegia  externa 

1 

„  ^      subacute 

7  . 

Optic  atrophy 

1 

„          chronic 

6 

,,      neuritis  (double) 

6 

„          secondary     . 

.       4 

„           „        retro-bulbar  . 

1 
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Orbital  abscess      .... 

„       cellulitis  .... 

„       tumour     .... 
Paralysis  of  ocular  muscles  . 
Plastic  operation  (ocular  conjunctiva) 

2 
2 
1 

8 

Retinitis  pigmentosa    . 
Strabismus,  convergent 
„          divergent  . 
Sympathetic  iritis 
Trichiasis     .... 

1 
3 

2 
1 
5 

Prolapsed  iris       .... 

Results  of  hereditary  syphilis 
„       of  ophthalmia  neonatorum 
„      of  sympathetic  iritis 

Betinitis 

1 
2 

Tumour  of  choroid 
Uniocular  diplopia 
Wounded  eyes 

1 

1 

14 

238 

The  following  is  a  list  of  the  chief  operations  performed 

(The  figures  refer  to  the  number  of  eyes.) 


Removal  of  cataract     . 

50 

For  congenital  entropion 

2 

Extraction 

43 

„    ectropion:     cauterisation 

of 

Suction     .... 

2 

conjunctiva 

1 

Curette  evacuation    . 

5 

Excision  of  eye     . 

26 

Needling  of  lamellar  cataract 

7 

Cautery  to  corneal  ulcer 

4 

„         of  congenital  cataract    . 

3 

,,        to  conical  cornea     . 

1 

,,         of  traumatic  cataract    . 

1 

„        to  lids  for  trachoma 

2 

Discission  after  extraction    . 

14 

„            „     for  entropion 

3 

Removal  of  membrane  with  forceps 

5 

„        to  prolapsed  iris 

1 

Iridectomy   .... 

. 

42 

„       to     suppurating     wound 

For  acute  glaucoma 

1 

after  extraction    . 

2 

„     chronic     „ 

16 

Electrolysis  of  lashes    . 

1 

„    prolapse  of  iris  . 

11 

Removal   of   dermoid  tumour 

at 

„    relapsing  iritis   . 

1 

sclero-corneal  junction 

1 

„    artificial  pupil    . 

7 

Operation  for  ptosis 

1 

„    anterior  synechiae 

6 

Hypopyon  evacuated    . 

4 

Tenotomy  of  internal  rectus 

11 

Exploration  of  orbit     . 

2 

Critchett's 

3 

Lacrimal     sac      destroyed     w 

th 

Liebreich's 

1 

Paquelin's  cautery    . 

2 

Graefe's    .... 

7 

For  venous  tumour  of  lid 

1 

Tenotomy  of  external  rectus 

2 

Blepharoplasty     . 

2 

Advancement  of  internal  rectus 

2 

For  symblepharon 

1 

„              external  rectus    . 

3 

Dermoid  cyst  of  orbit  . 

1 

For  entropion 

8 

Arlt's  operation 

5 

(Minor  operations  performed 

on 

Green's     „        .         .         . 

3 

out-patients  are  not  included 

in 

For  spasmodic  entropion 

. 

1    , 

this  list.) 
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Analysis  of  Cataract  Operations. 

I.  Extraction  of  hard  cataract — 43. 

The  section  was  made  upwards  in  every  case  but  two, 
Nos.  16  and  17^  in  which  it  was  made  downwards,  and  the 
lens  extracted  throusrh  an  old  coloboma. 

Iridectomy  was  done  at  the  time  of  the  operation  in  six- 
teen cases.  The  lens  was  extracted  without  iridectomy  in 
twenty-three  cases.  In  four  cases  the  lens  was  extracted 
through  an  old  coloboma.  In  Nos.  5  and  17  the  lens  was 
removed  with  a  sharp  hook;  in  No.  30  with  Pagenstecher's 
spoon  after  unsuccessful  attempts  with  a  sharp  hook ;  a  pre- 
liminary iridectomy  had  been  done  three  months  previously. 

The  ansesthetic  used  was  a  fresh  2  per  cent,  solution  of 
hydrochlorate  of  cocain,  prepared  with  recently  boiled  water. 
No.  18  was  the  only  exception,  ether  and  chloroform  being 
given  in  this  case. 

II.  Operations  for  removal  of  soft  cataract — 10. 
The  incision  was  made  with  a  keratome  in  six  cases. 
Needling  with  a  view  to   absorption  was   done  in  three 

cases.    The  lens  matter  was  removed  by  curette  in  two  cases, 
by  suction  in  one,  and  by  cannula  forceps  in  two  cases. 
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OP    THE 

DEPARTMENT  FOR  DISEASES  OE  THE  SKIN, 

1891. 


By  a.  H.  woodcock,  L.E.C.P.,  M.E.C.S. 


G.  W.  H.  BIED,  B.A.,  M.B., 

CLINICAL  AS3ISTAK1S. 


The  system  of  classification  adopted  in  this  year's  Report 
has  been  slightly  altered  from  that  of  former  years^  and  is 
based  upon  that  given  in  the  second  edition  of  Dr.  "Radcliffe 
Crocker's  work  on  '  Diseases  of  the  Skin.' 
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Table  II. — Ages 

in 

cert 

%in 

Diseases 

is 

pH 

1 

to 
5. 

5 

to 
10. 

10 
to 
20. 

20 
to 
30. 

30 
to 
40. 

40        50 
to        to 
50.      60. 

60 
to 
70. 

70 
to 
80. 

Totals. 

Eczema 

M 

F 

7 
4 

M13M17 
P  10F16 

M32M  7M10M  6M   7 
F21F  13P  lOF  13F    9 

M   9M 
P    5F 

3 
3 

Total 

11 

23      33 

531     20     20      19 

16 

14 

6 

215 

Psoriasis    . 

M 
F 

0 

1 

M  OM  1 
F    OF    3 

M  6M  4M   3M  2 
F    6P    9F    9F    8 

M   IM  OM 
F    3jF    IF 

0 
0 

Total 

1 

0,       4 

12      13 

121     10 

4 

1| 

0 

57 

Urticaria  . 

M 
P 

1 
0 

M  IM  3 

F    3F    0 

M   IM  2 

F    OP    0 

M   OM   0 

F    OF    0 

M  0 
P    0 

M  OM 
F    IF 

0 
0 

Total 

1 

4       3 

"I!       2 

0 

0 

0 

1 

0 

12 

Erythem.  exud. 

M 
P 

0 
0 

M  OM  0 
F    OP    0 

M   IM  0 
F    OP    2 

M   0 
F    1 

M   0 

F    1 

M  0 
P    0 

M  IM 
F    OF 

0 
0 

Total 

0       0       0 

1        2 

1 

1 

0 

1 

0 

6 

Tinea  tonsurans 

M 
F 

OM  5M21 
OF    8 F  10 

MIOM  0 
P    2F    0 

M  0 
F    1 

M  1 
P    0 

M  0 
P    0 

M  OM 
F    OF 

0 
0 

Total 

0 

13      31 

12!       0 

1 

1 

0 

"0 

0 

58 

Alopecia    . 

M 
F 

OM  OM  0 
OF    OP    6 

M12'm  3 
F  12  F    0 

M  2 
P    2 

M  1 
P    1 

M  0 
P    1 

M  OM 
P    OF 

0 
0 

Total 

Ol       0,       6 

24       3 

1 

4       2        1 

0 

1 

0 

40 

REPORT 

OF    THE 

AUEAL     DEPARTMENT 

FOR  THE  YEAR  1891. 


By  RICHAED  LAKE,  F.R.C.S. 


During  the  year  there  were  618  new  out-patients,  exclusivo 
of  renewed  letters.  No  patient  has  been  counted  more  than 
once,  though  he  may  have  attended  with  a  new  letter  on 
separate  occasions.  The  cases  of  patients  admitted  into 
the  hospital  with  mastoid  and  intra-cranial  inflammation 
secondary  to  ear  disease  are  not  included  in  this  report,  as 
they  appear  in  the  general  medical  and  surgical  reports  of 
in-patients. 

The  following  is  a  list  of  the  chief  operations  per- 
formed : — 


OPERATIONS. 

Males. 

Females. 

Total. 

Removal  of  adenoid  vegetations  .         .         .         . 

„         of  aural  polypi 

Incision  of  membrana  tympani    .         .         .         . 
Opening  of  mastoid  abscess          .         ,         .        . 

Total 

26 

7 
1 
0 

37 
8 
2 

2 

63 

15 

3 

2 

34 

49 

83 
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N.B. — The  galvano-cautery  was  in  use  during  the  year  in 
the  treatment  of  nose  and  throat  affections. 

Of  the  618  cases,  19  were  affected  with  nasal  polypi, 
ozaena,  and  other  diseases  of  the  nose  uncomplicated  with 
ear  disease.  Of  the  599  cases,  the  external  ear  was  the  seat 
of  disease  in  12  per  cent.,  the  middle  ear  in  80'8  per  cent., 
the  internal  ear  in  7  per  cent.  The  average  of  external  ear 
disease  for  the  past  three  years  being  15*4  per  cent.,  that  of 
middle  ear  disease  79"3  per  cent.,  of  internal  ear  6*1  per  cent. 

Of  the  middle  ear  cases  46  per  cent,  were  accompanied  by 
suppuration,  and  34*6  per  cent,  were  not. 


EBKAL  Eab. 

M. 

F. 

Cerumen 

.       29     . 

.     18 

Eczema        ..... 

2     . 

..       6 

Inflammation  of  meatus 

2     . 

..       2 

Abscess  o£  meatus 

5     . 

..       2 

Foreign  bodies     .... 

1     . 

..       2 

Papilloma  of  meatus   . 

1     . 

2 

Total 

.       40     . 

..     32 

72  =  12% 

DLE  Ear. 

Chronic  myringitis 

2     . 

1 

Rupture  of  membrana  tympani    . 

2     . 

..       4 

Acute  otitis  media : 

a.  Without  perforation 

3     . 

..       3 

b.  With  perforation     . 

.       14     . 

..     12 

Chronic  otitis  media : 

a.  With  suppuration    . 

.       97     . 

..     91 

b.  Mucous  catarrh 

8     . 

..     12 

Chronic  dry  catarrh 

.       43     . 

..     53 

Cicatricial  membranes 

4     . 

..       4 

Adenoid  vegetations     . 

.       32     . 

..     55 

Mastoid  abscess  .... 

1     . 

1 

Aural  polypi         .... 

.       11     . 

..       9 

Eustachian  obstrnction 

4     . 

..        8 

Senile  degeneration  of  membrane 

2     . 

..       2 

Otalgia 

2     . 

..       5 

Total 

.     225     . 

..  260 

485  =  80-8% 

for  the  year  1801. 


iNTEnxAi.  Ear. 

Syphilis,  acquired 

„         congenital     . 
Degeneration  of  8th  nerve  . 
Nerve  tinnitus     . 
Aural  vertigo 
Labyrinthine  concussion 
Cerebral  deafness  following  brain  fever 
Deaf -mutism,  congenital 

Total         .         .         .         . 
Total  number  of  ear  cases  , 


M. 
1 

4 
6 
4 
8 
4 
1 
1 


29 


13 


42  =  7% 
599 


Nose  and  Throat    .... 
Total  number  of  cases 


11 


19 
618 
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MEDICAL  SCHOOL. 

For  information  on  all  matters  relating  to  the  Medical  School, 
Prizes,  Scholarships,  &c.,  application  shovild  be  made  to  the  Medical 
Secretary,  Mr.  G.  RENDLE,  at  the  Hospital,  Albert  Embankment, 
S.E.,  personally  (10  to  4,  Saturday  10  to  1)  or  by  letter. 

A  Register  of  LODGINGS  suitable  for  Students  has  been  recently 
revised,  and  is  kept  in  the  Secretary's  OflB.ee.  Information  as  to 
terms,  accommodation,  &c.,  can  be  obtained  on  application.  This 
Register  has  been  especially  prepared  with  a  view  to  the  convenience 
of  new  Students  for  w^hose  accommodation  in  lodgings  or  otherwise 
no  definite  arrangements  have  been  made. 

Medical  Practitioners,  Clergymen,  and  Private  Families  residing 
in  the  neighbourhood  receive  Students  for  residence  and  supervision. 

THE  STUDENTS'  CLUB  (SOCIAL  AND  ATHLETIC). 

This  Club  has  been  established,  at  considerable  expense,  for  the 
convenience  of  Students,  and  is  maintained  jointly  by  a  yearly  grant 
from  the  Medical  Staflf,  and  the  Entrance  Fees  of  Members. 

All  Students  are  strongly  advised  to  join  the  Club  w^hen  they 
enter  the  Medical  School. 

By  payment  of  the  Entrance  Fee  a  Student  beeom.es  a  permanent 
member  of  the  Club. 

The  Entrance   Fee    for    a    Student  joining   in    his    first   year    is 
5  Guineas,  in  his  second  4  Guineas,  and  in  other  years  3  Guineas. 

A  Student  can,  if  he  prefer  it,  join  one  Section  only  of  the  Club. 
The  Entrance  Fee  for  the  Social  or  Athletic  Section  alone  is,  for 
First  year  Students,  4  Guineas  and  2  Guineas  ;  Second  year  Students, 
3  Guineas  and  1 J  Guineas ;  and  for  those  of  other  years,  2  Guineas 
and  1  Guinea  respectively. 

The  Club  premises  are  situated  in  the  Medical  School  Building, 
and  consist  of  a  Dining  Room,  w^here  between  9  a.m.  and  6  p.m. 
refreshments  can  be  obtained;  a  Smoking  and  Reading  Room, 
supplied  with  most  of  the  Daily  and  Illustrated  Weekly  Papers. 
A  Cloak  Room,  with  Lavatory  and  Bath  Rooms,  is  attached. 

The  Social  Section  includes  the  Medical  and  Physical  Society,  and 
the  St.  Thomas's  Hospital  Gazette. 

The  Athletic  section  comprises  the  Athletic,  the  Cricket,  the 
Cross  Country,  the  Football  (Rugby  and  Association),  the  Rifle,  the 
Rowing,  the  Swimming  and  the  Tennis  Clubs. 

The  Entrance  Fees  may  be  paid  to  the  Medical  Secretary,  Mr.  G. 
RENDLE,  or  the  Librarian,  Mr.  G.  S.  SAUNDERS. 

Students  who  join  the  Athletic  section  only  are  not  entitled  to 
make  use  of  the  Club  premises. 


i0mas^s  Sijj5|iital 


MEDICAL  SCHOOL. 

The  Winter  Session  1892-93  will  commence  on  Monday,  October 
3rd,  and  terminate  on  March  31st. 

The  Summer  Session  will  begin  on  May  Isf,  and  terminate  on 
July  31st. 

The  Prizes  will  be  distributed  by  the  Eight  Hon.  Sir  John 
Lubbock,  Bart.,  M.P.,  D.C.L.,  LL.D.,  F.E.S.,  in  the  Governors'  Hall 
on  Monday,  October  3rd,  at  3  p.m.  During  the  afternoon  the  various 
Departments  of  the  Hospital  and  School  will  be  open  for  the  inspec- 
tion of  Visitors. 

Eefreshuients  will  be  provided  in  the  Library. 

The  Annual  Dinner,  in  which  all  former  and  present  Students  are 
invited  to  join,  will  take  place  the  same  evening  at  the  Hotel  Metro- 
pole,  at  6  for  6.30  o'clock,  H.  Layer,  Esq.,  J.P.,  in  the  Chair. 


THE  first  Hospital  of  St.  Thomas,  within  the  precinct  of  the 
Priory  of  St.  Mary  Overie,  being  destroyed  by  fire  in  the 
year  1207,  the  prior  and  convent  erected  in  the  same  year  near 
the  site  of  their  house  a  temporary  hospital.  This  building  was  in  the 
emergency  used  for  religious  purposes ;  mass  was  said  there  until  the 
priory  was  rebuilt.  In  1228  Peter  de  Eupibus,  Bishop  of  Winchester, 
built  the  Hospital  of  St.  Mary  or  St.  Thomas,  Overie,  on  the  opposite 
or  eastern  side  of  the  highway,  on  land  provided  by  Amicius,  Arch- 
deacon of  Surrey,  and  dedicated  it  to  St.  Thomas  the  Martyr. 

The  following  is  a  translation  of  the  "charter"  of  1228  : — 

"  The  Lord  Peter's  charter  of  indulgence  for  twenty  days  granted 
by  him  for  this  hospital. 

"Peter,  by  the  grace  of  God  Bishop  of  Winchester,  to  all  the 
faithful  in  Christ  in  the  diocese  of  Winchester,  greeting.  In  Him 
who  is  the  salvation  of  the  faithful.  As  saith  the  Apostle,  bodily 
discipline  which  consists  in  fasts,  vigils,  and  other  mortifications  of 
the  flesh,  profiteth  little,  while  piety  availeth  for  all  things,  having 
the  promise  of  the  life  which  now  is,  and  of  that  which  is  to  come. 

"  Our  Lord  Jesus  Christ  among  the  works  of  piety  enumerates, 
commends,  and  teaches  us  to  fulfil  six,  as  though  more  praiseworthy 
and  more  meritorious  than  the  rest,  saying,  '  I  was  an  hungred,  and 
ye  gave  Me  to  eat ;  I  was  thirsty,  and  ye  gave  Me  to  drink  ;  I  was  a 
stranger,  and  ye  took  Me  in ;  I  was  naked,  and  ye  clothed  Me ;  I  was 


6 

sick,  and  ye  visited  Me ;  in  prison,  and  ye  came  to  Me.'  To  them 
that  perfonn  these  works  of  piety  He  shall  grant  His  blessing  and 
the  glory  of  His  heavenly  kingdom,  saying,  '  Come,  ye  blessed  of  My 
Father,  receive  the  kingdom  which  has  been  prepared  for  you  from 
the  beginning  of  the  world.'  But  to  them  that  neglect  and  do  not 
perform  works  of  compassion  He  threatens  His  curse  and  the  penalty 
of  eternal  fire,  saying,  '  Go,  ye  cursed,  into  eternal  fire,  which  has 
been  prepared  for  the  devil  and  his  angels.'  It  is  therefore  to  be 
borne  in  mind,  my  dearest  sons,  and  more  deeply  laid  to  heart,  how 
needful  and  how  conducive  to  the  salvation  of  our  souls  it  is  to 
exercise  more  readily  those  works  of  pi--ty  whereby  blessing  is  pro- 
mised to  us,  and  the  felicity  of  eternal  life  is  gained. 

"Behold  at  Southwark  an  ancient  hospital,  built  of  old  to  enter- 
tain the  poor,  has  been  entirely  reduced  to  cinders  and  ashes  by  a 
lamentable  fire.  Moreover,  the  place  wherein  the  old  hospital  had 
been  founded  was  less  suitable,  less  appropriate  for  entertainment 
and  habitation,  both  bj'  reason  of  the  straitness  of  the  place,  and  by 
reason  of  the  lack  of  water  and  of  many  other  conveniences: 
according  to  the  advice  of  us,  and  of  wise  men,  it  is  transferred  and 
transplanted  to  another  more  commodious  site,  where  the  air  is  more 
pure  and  calm,  and  the  supply  of  waters  more  plentiful.  But 
wheieas  this  bxxilding  of  the  new  hospital  calls  for  many  and  mani- 
fold outlays,  and  cannot  be  crowned  with  its  due  consummation 
without  the  aid  of  the  faithful,  we  request,  advise,  and  earnestly 
exhort  you  all,  and  with  a  view  to  the  remission  of  your  sins  enjoin 
you,  according  to  your  abilities,  from  the  goods  bestowed  on  you  by 
God,  to  stretch  forth  the  hand  of  pity  to  the  building  of  this  new 
hospital,  and  out  of  your  feelings  of  charity  to  receive  the  messengers 
of  the  same  htisjHtal  coming  to  you  for  the  needs  of  the  poor  to  be 
therein  entertained,  that  for  these  and  other  works  of  piety  you  shall 
do,  you  may,  after  the  course  of  this  life,  reap  the  reward  of  eternal 
felicity  from  Him  who  is  the  Eecompenser  of  all  good  deeds,  and  the 
loving  and  compassionate  God.  Kow  we,  by  the  mercy  of  God,  and 
trusting  in  the  merits  of  the  glorious  Virgin  Mary,  and  the  Apostles 
Peter  and  Paul,  and  St.  Thomas  the  Martyr,  and  St.  Swithin,  to  all 
the  believeis  in  Christ,  who  shall  look  with  the  eye  of  piety  on  the 
gifts  of  their  alms — that  is  to  say,  having  confessed,  contrite  in  heart 
and  truly  penitent,  we  remit  to  such  twenty  days  of  the  penance  en- 
joined on  them,  and  grant  it  to  them  to  ^hare  in  the  prayers  and 
benefactions  made  in  the  church  of  Winchester,  and  other  churches 
erected  by  the  grace  of  the  Lord  in  the  diocese  of  Winchester.  Ever 
in  the  Lord  ;  Farewell." 

The  Bishop  of  Winchester  or  the  Archbishop  seems  to  have 
granted,  in  1277,  to  the  Brethren  power  to  elect  their  own  Master; 
in  a  visitation,  1323,  they  are  ordered  to  follow  the  rule  of  St. 
Augustine — the  rule  of  the  parent  house — in  obedience,  chastity, 
renunciation  of  individual  property,  and  the  Master  to  eat  with 
the  Brethieu, 

In  1417  the  Master  and  Brethren  formed  a  Court  of  themselves, 


and  exercised  authority  within  the  precincts  of  the  Hosi^ital  over 
persons  regular  or  secular,  and  in  cases  civil  or  even  criminal. 

The  hospital,  built  in  1228,  had  by  1507  become  dilapidated  and 
insufficient ;  great  efforts  were  then  made  to  rebuild  and  enlarge  it. 

In  the  Duchy  of  Lancaster  records  there  is  "  the  Eentall  of  Thomas 
Becketts  hospitall  in  Southwarke,  of  all  the  lands  and  tenements 
belonging  to  the  hospitall."  It  contains  the  names  of  the  tenants 
and  the  rents  paid ;  it  is  without  date,  but  from  internal  evidence 
must  be  early  in  the  sixteenth  century. 

Within  the  jDrecincts  of  the  hospital  was  the  renowned  printing 
press  of  James  Xycolson,  who,  in  1527,  signed  the  contract  for  the 
painted  windows  of  King's  College,  Cambridge,  as  "James  Xycolson, 
of  St.  Thomas's  Spyttell  in  Southwark."  The  most  remarkable  issue 
from  this  press  was  the  first  English  Bible  printed  in  England, 
inscribed  thus — "  Imprynted  in  Southwarke  in  St.  Thomas  Hospitale 
by  James  Xycolson.  Dedicated  by  AI.  Coverdale  to  the  King  1537." 
About  this  time  there  were  a  Master,  Brethren,  and  three  Lay 
Sisters;  forty  beds  were  made  up  for  poor,  infirm,  and  impotent 
people,  who  were  supplied  with  victuals  and  firing. 

In  the  year  1535,  Heniy  YIII.  was  excommunicated  by  Pope 
Paul  III.,  and,  declaiing  himself  head  of  the  church,  proceeded 
to  dissolve  the  Catholic  houses,  whose  large  revenues  went  to  the 
Crown.  Theie  seem  to  have  been  645  monasteries  and  abbeys  thus 
treated,  twenty-ei.iht  of  which  had  abbots  with  seats  in  Parliament, 
ninety  colleges  and  free  chapels,  and  110  ho-pitals  of  various  descrip- 
tions. It  is  certainly  in  favour  of  the  sweeping  change  that  so  able 
and  honest  a  man  as  Sir  Eichard  Gresham,  the  Lord  Alayor  of  London, 
should  have  put  his  hand  to  the  following  petition  to  the  King : 

"Most  redowted,  puysant,  and  noble  Prince  *  *  *  * — here  and 
within  the  cytie  of  London  be  iij  hosjDitalls  or  spytells  commonly 
called  Seynt  Georges  Spytell,  Seynt  Barthilmews  Spytell,  and  Seynt 
Thomas  Spytell,  and  the  new  Abbey  of  Tower  Hill,  founded  of  good 
devotion  by  auncient  fathers,  and  endowed  with  great  possessions 
and  rents  only  for  the  reliefe,  comforte,  and  helping  of  the  poore  and 
impotent  people  lying  in  every  street,  offending  every  clene  person 
passing  by  the  way  with  theyre  fylthy  and  nasty  savors.  Where- 
fore may  it  please  your  merciful  goodness,  enclyned  to  pytie  and 
compassion,  for  the  reliffe  of  Xts  very  images,  created  to  his  own 
similitude,  to  order  by  your  high  authoritie,  as  supreme  head  of  this 
Church  of  England,  or  otherwise  by  your  sage  discretion,  that  your 
mayer  of  your  c\tie  of  London,  and  his  brethren  the  aldermen  for 
the  time  being,  shall  and  may  from  henceforth  have  the  order,  dis- 
position, rule  and  governaunce  both  of  all  the  lands,  tenements,  and 
revenues  apperteynyng  and  belongyn  to  the  said  hospitals,  governors 
of  them,  and  of  the  ministers  which  be  or  shall  be  "o-ithyn  any  of 
them,  and  then  your  grace  shall  facilie  perceyve  that  where  now  a 
small  number  of  Chanons,  Priests,  ami  Menkes  be  founde  for  theyr 
own  profitt  only,  and  not  for  the  common  utilitie  of  the  realme,  a 
great  number  of  poore,  needy,  syke  and  indugent  per^ones  shall  be 
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refreshed,  maynteyned,  and  comforted:  and  also  healed  and  cured 
of  their  infermities  frankly  and  freely  by  physicions,  surgeons  and 
potycaries,  which  shall  have  stipende  and  salarie  only  for  that 
purpose ;  so  that  all  impotent  persones  not  able  to  labour  shall  be 
releved,  and  all  sturdy  beggars  not  willing  to  labour  shall  be 
punished." 

St.  Thomas's  Hospital  being  claimed  by  the  King  as  Church 
property,  was  surrendered  to  him  by  Thomas  Thirleby,  the  then 
master,  on  the  15th  July,  1538,  It  was  called  St,  Thomas  a  Becket's 
Spittil,  Its  yearly  revenue  was  estimated  at  £266  17s,  6d.,  and  an 
annual  pension  of  5s.  Sd.  was  payable  by  the  master,  and  another 
of  2s.  1^.  by  the  curate,  to  the  Archdeacon  of  Surrey,  Soon  after 
the  seizure,  we  find  that  the  citizens  of  London  purchased  of  the 
Crown  some  of  its  landed  estates,  producing  about  £160  yearly. 
The  want  of  the  hospital  thus  destroyed  was  felt  immediately. 
Wounded  soldiers  from  the  army  in  France,  and  the  sick  poor  in 
general  were  without  provision  or  help,  and  Henry  proposed  granting 
to  the  City  the  Mansion  house  of  St.  Bartl)olomew's,  the  dissolved 
house  of  Orey  Friars  adjoining,  and  the  unoccupied  fabric  of  St. 
'J'horaas's  Hospital.  The  latter  was  intended  by  Henry  to  receive 
the  name  of  the  Hospital  of  the  Holy  Trinity,  and  to  be  allotted 
exclusively  to  lame,  wounded,  and  diseased  soldiers.  The  monastery 
of  Grey  Fiiars  was  to  be  for  the  education  and  maintenance  of 
fatiierless  children  and  those  of  poor  parents.  The  intentions  of 
Henry  were  overtaken  by  death,  hut  not  before  he  had  conferred 
upon  the  citizens  of  London  the  Hospital  of  St,  Bartholomew's  and 
also  that  of  Beth  1  em  for  lunatics. 

It  is  from  the  death  of  Henry  that  the  connection  of  St,  Thomas's 
Hospital  with  the  City  of  London  appears  to  begin.  To  meet  the 
needs  of  the  sick  and  destitute  who  had  before  depended  on  the 
charity  of  the  religious  houses,  a  Committee  or  Board  of  Inquiry 
was  instituted  by  the  citizens,  with  the  sanction  of  King  Edward, 
About  2,100  souls  were  reported  as  fit  recipients  of  relief,  as  father- 
less children  and  invalids,  or  as  "  Idle  rogues  of  both  sexes  who  were 
levying  contributions  on  public  sympathy  by  feigned  tales  of  sorrow," 
It  was  proposed  to  establish  receptacles  for  each  class  in  the  unoccu- 
pied monastic  buildings,  and  a  pecuniary  contribution  M'as  set  on 
foot  to  complete  the  work.  They  bought  the  dissolved  house  of  the 
Franciscans  or  Giey  Friars  near  St,  Bartholomew's  Hospital,  and  also 
by  charter  from  the  King  received  a  grant  as  follows  :  "  That  the 
said  mayor,  commonalty,  and  citizens,  and  their  successors,  may  have 
and  enjoy  all  the  franchises,  immunities,  and  privileges  whatever, 
which  any  Archbishop  of  Canterbury,  and  which  the  said  Charles 
late  Duke  of  Suffolk,  or  any  master,  brethren,  or  !>isters  of  the  late 
Hospital  of  St.  Thomas  in  Southwark  aforesaid  ;  or  any  Abbot  of  the 
said  monastcT-y  of  St.  Saviour,  Saint  Mary  Bermondsey,  next  South- 
wark aforesaid,  or  any  prior  and  convent  of  the  priory  of  St,  Mary 
Overie,  ever  had  or  enjoyed,  or  which  we  hold  or  enjoy,  or  our  most 
dear  father  Henry  ihe  Vlllih,  late  King  of  England,  or  had  enjoyed, 


or  ought  to  have,  hokl,  and  enjoy  the  same ;  and  that  none  of  our 
heirs  or  successors  may  intermeddle  with  this  our  grant." 

The  Greyfriars  became  Christ's  Hospital,  and  the  Southwark  site 
the  Hospital  of  the  Holy  Trinity  or  St.  Thomas's.  The  Lord  Mayor 
and  certain  citizens  then  met  on  the  6th  of  October,  1.552,  and  con- 
stituted themselves  by  royal  permission  governors  of  the  hospitals, 
and  almoners  of  the  money  collected.  The  Hospital  of  the  Holy 
Trinity  they  named,  in  compliment  to  Edward,  the  "  King's 
Hospital,"  and  ordained  it  to  receive  260  "wounded  soldiers,  blind, 
maimed,  sick,  and  helpless  objects." 

They  also  directed  that  380  children  should  be  received  into 
Christ's  Hospital. 

To  complete  the  scheme,  the  old  palace  of  Bridewell,  in  Blackfriars, 
where  the  Emperor  Charles  Y.  had  lodged  in  1522,  when  on  a  visit 
to  Henry  \"III.,  and  where  subsequently  Wolsey  had  lived,  was 
granted  to  the  City  by  Edward  as  a  house  of  correction  for  dissolute 
persons  and  idle  apprentices,  and  fur  the  temporary  maintenance  of 
distressed  vagrants. 

Lastly,  the  lands  lately  belonging  to  the  Palace  of  the  Savoy  were 
conferred  jointly  on  the  three  foundations ;  and  a  month  only  before 
the  end  of  Edward's  short  reign,  he  incorporated  by  a  second  charter 
bearing  date  the  6th  of  June,  1553,  the  Lord  Mayor  and  commonalty 
of  the  City  of  London  in  succession  as  perpetual  governors  of  Saint 
Bartholomew's,  Christ's,  Bridewell,  and  the  King's  Hospital  (which 
last  received  the  name  of  St.  Thomas  the  Apostle),  and  secured  to 
them  the  possession  of  all  the  estates  and  revenues  appertaining  to 
them  by  previous  deeds  of  gift.     So  were  the  royal  hospitals  founded. 

In  1557  the  laws  were  framed  and  printed  under  the  name  of  "  The 
Order  of  the  Hospitalls  of  K.  Henry  the  YIII.  and  K.  Edward  the  VI., 
viz.  St.  Bartholomew's,  Christ's,  Bridewell,  St.  Thomas's.  By  the 
Maior,  Cominaltie,  and  Citizens  of  London,"  Sec. 

Successive  bequests  and  donations  continued  to  augment  the  pro- 
perty of  the  charities,  but  during  the  reigns  of  Elizabeth,  James  L, 
Charles  L,  and  the  Protectorate,  there  appear  few  facts  to  note.  Jn 
the  abstract  of  the  charter  of  confiimation  granted  to  the  City  in 
1663  by  Charles  II.  on  his  restoration,  we  find  the  charter  of  Edward 
acknowledged  and  confirmed.  The  Great  Fire  of  London  in  1666 
injured  St.  Thomas's  in  its  revenues  only  ;  and  a  fire  in  Southwark 
anno  1676,  ceased  '"as  if  by  divine  interposition,"  at  the  hospital, 
probably  a  strong  and  isolated  block  of  building.  Shortly  after  this, 
huwever,  it  was  found  neces-ary  to  rebuild  the  fabric,  and  in  1693 
subscriptions  were  opened  for  this  purpose.  A  long  list  of  benefac- 
tions in  this  and  the  succeeding  year,  amounting  in  all  to  £37,769  3«., 
is  given  by  Golding,  who  especially  singles  out  Sir  Eobert  Clayton 
for  eulogium.  The  statue  then  erected  to  him,  and  still  extant,  was 
originally  dated  1701,  but  this  was  altered  on  his  death  to  1714. 
He  was  the  founder  of  the  old  square  in  which  it  stood,  replacing 
what  Golding  terms  "  a  low  swamp\'  structure  of  the  monastic  order." 
In    1707,   Mr.   Guy,   founder  of  the  neighbouring  hospital,  erected 
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three  Avards  at  his  own  charge.  In  1717,  the  back  block  of  buildings 
adjoining  Guy's  Hospital  was  added.  With  the  exception  of  the  two 
large  blocks  forming  the  Borough  frontage,  the  north  wdng  erected 
in  1833,  and  the  south  wing  in  1839,  the  fabric  seems  to  have 
remained  unchanged  until  its  purchase  by  the  railway.  In  the  centre 
of  the  front  quadrangle  stood  the  brass  statue  of  King  Edward,  by 
Scheemakers,  erected  first  in  1737,  in  pursuance  of  the  will  of 
Charles  Joye,  some  time  treasurer  of  the  hospital.  It  now  stands  in 
the  grounds  of  the  New  Hospital. 

It  is  a  matter  of  more  difficulty  to  trace  the  early  history  of  the 
medical  school  in  connection  with  the  hospital.  For  the  facts  which 
follow  we  are  indebted  to  the  late  E.  G.  AVhitfield,  Esq.,  who,  from 
tlie  long  period  during  which  his  family  had  been  associated  with 
this  foundation,  was  perhaps  more  qualified  to  speak  than  any  other 
person. 

The  earliest  mention  in  the  hospital  books  of  an  apprentice  is 
on  December  31st,  1561.  It  is  not  until  17u2  that  a  law  is  met 
with  precluding  pupils  or  surgeons  from  dissecting  the  dead  body 
without  permission  from  the  treasurer. 

In  1703  the  grand  committee  resolved  that  no  surgeon  should 
have  more  than  three  "  Cubbs,"  a  term  altered  in  1758  to  that 
of  "  Dressers."  Besides  these  there  were  also  apprentices  to  the 
surgeons  of  the  hospital,  and  ordinary  pupils.  Tiie  first  mention 
of  lectures  occurs  soon  after  the  ap{)ointment  of  Wm.  Cheselden, 
in  1718.  These  he  at  first  gave  at  his  own  house,  but  ai'ter wards 
by  permission  in  the  hospital.  They  were  on  anatomy  and  surgery. 
In  1723  a  regular  registry  was  ordered  to  be  kept  by  the  apothe- 
cary, of  pupils  entering  to  surgical  practice.  In  1725,  Guy's  Hospital 
was  opened  for  the  reception  of  patients.  In  1751  the  assistant- 
physician  was  allowed  to  take  two  pupils  for  his  own  benefit.  In 
1768,  an  additional  surgeon,  Mr.  Joseph  Else,  was  elected  to  read 
lectures  to  the  pupils. 

The  students  uf  Guy's  Hospital  had  by  courtesy  been  allowed 
to  attend  the  operations,  and  a  similar  favour  admitted  the  St. 
Thomas's  men  to  those  at  Guy's.  But  on  the  8th  November,  1768, 
it  was  formally  i-esolved  that  the  pupils  of  each  hospital  have  the 
liberty  of  attending  not  only  the  operations,  but  surgical  practice, 
and  the  money  tu  be  divided  between  the  six  surgeons  and  two 
apothecaries.  Hence  the  aj)pellation  of  the  "  United  Hospital " ; 
an  amalgamation  never  extended  beyond  the  surgical  practice. 

To  Mr.  Else  is  due  the  foundation  of  a  regular  anatomical  school. 
Mr.  Cline,  who  in  1781  was  appointed  to  read  lectures  conjointly 
with  Mr.  Else,  was  mainly  instrumental  in  bringing  it  to  its  greatest 
celebrity.  At  Mr.  Else's  death,  Mr.  Cline  purchased  the  collection 
of  preparations  made  by  him  and  Mr.  Giile,  a  former  surgeon,  which 
are  now  in  the  hospital  museum,  and  became  sole  lecturer  on  anatomy. 
In  1788  he  also  became  surgeon  to  the  hospital.  Mr.,  afterwards 
Sii  Astley,  Cooper  was  apprenticed  to  Mr.  Cline  in  1784,  and  before 
his  election,  as  one  of  the  surgeons  to  Guy's  Hospital  in  1800,  was 
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joint  lecturer  with  his  teacher  on  anatomy  and  surgery.  They  both 
added  materially  to  the  patliolngical  museum. 

In  1812  Mr.  Henry  Cline  was  elected  surgeon  to  St.  Thomas's 
Hospital  on  his  father's  resignation,  and  carried  on  the  anatomical 
lectures  conjointly  with  Astley  Cooper.  In  1813  a  new  anatomical 
theatre  and  museum  were  built,  the  hospital  giving  £3000  for  the 
purpose,  and  the  two  lecturers  £1000  each.  In  1815  Mr.  Benj. 
Travers,  an  apprentice  of  Astley  Cooper's  at  Guy's,  was  elected 
surgeon,  according  to  the  established  rule  which  gave  the  vacancy 
to  the  senior  apprentice  of  either  institution.  Mr.  Travers  joined 
in  the  lectures,  devoting  his  attention  specially  to  ophthahnic 
surgery.  In  1820  Mr.  Joseph  Henry  Green  was  elected  siirgton 
on  the  death  of  his  cousin  Mr.  Hy.  Cline,  having  been  apprenticed 
to  his  uncle  Mr.  Cluie  in  the  year  1809.  From  1820  to  1825  he 
lectui'ed  with  Astley  Cooper.  At  this  period  all  the  branches  of 
medical  study, — viz.,  medicine,  chemistrj^  materia  medica,  mid- 
wifery, botany,  and  physiology — were  lectured  on  at  Guy's  Hospital, 
and  no  phy.^ician  of  St.  Thomas's  was  allowed  to  share  them. 

In  1824  Sir  A.  Cooper  resigned  the  surgical  chair,  and  Mr.  C. 
Aston  Key,  his  apprentice  and  nephew  by  marriage,  joined  Mr.  Green 
in  the  office.  Mr.  Frederick  TjiTell,  standing  in  exactly  the  same 
relation  to  Cooper,  received  permission  to  lecture  on  diseases  of 
the  eye.  In  the  following  year  Cooper  showed  signs  of  cerebral 
disturbance,  and  the  family  desired  that  his  nephew,  Mr.  Bransby 
Cooper,  should  be  his  successor.  But  the  claims  of  Mr.  John  Flint 
South  were  considered  superior,  and  he  was  appointed.  From  this 
cause  the  "United  Hospitals"  were  severed,  and  a  complete  school 
set  up  in  both.  The  majority  of  the  students  clung  to  Guy's, 
where  the  prestige  of  the  great  Sir  Astley  Wcts  still  strong ;  and 
St.  Thomas's  school  began  to  sink.  The  establishment  of  the 
Aldersgate  Street  private  school  under  Tyrrell  and  Lawrence  mate- 
rially aided  in  this  declension,  as  did  also  the  secession  of  Dr.  Elliot- 
son  to  tlie  newly-established  University  College,  and  the  foundation 
of  a  fresh  hchool  at  King's  CoUe^re,  where  for  a  time  the  surgical 
lectures  were  given  by  Mr.  Josepjh  Henry  Green,  although  a  surgeon 
of  St.  Thomas's. 

Owing  to  the  unprosperous  state  of  affairs  in  1842,  the  Governors 
came  forward  to  reorganize  the  school,  and  the  aid  of  Mr.  R.  D. 
Grainger,  whose  popularity  had  been  established  in  the  Webb  Street 
private  school,  was  obtained.  Mr.  Joseph  H.  Green  also  rejoined 
the  school;  and  Dr.  Marshall  Hall,  Dr.  Hoilgkiu,  Dr.  Martin  Barry, 
Dr.  Gregory,  and  Mr.  Benjamin  Travers  contributed  to  its  efficiency. 
In  1847  the  Governors  added  to  the  school  a  lectureship  on  general 
pathulogy  in  connection  with  the  hospital  practice,  and  appointed 
to  that  lectureship  and  the  associated  clinical  duties  Mi\  John  Simon, 
whoui  afterwards  (1853)  they  made  one  of  the  surgeons.  In  1855, 
they  added  a  lectureship  on  public  health,  and  appointed  to  it 
Dr.  Headlam  Greenhow,  who  afterwards  became  physician  to  the 
Middlesex   Hospital.       This   state  of  affairs   continued   until    1858, 
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when  tho  Governors  gave  back  the  management,  and  its  attendant 
riyks,  into  the  hands  of  the  lecturers. 

For  some  years  it  was  maintained  with  difficulty,  and  much 
self-sacrifice  on  the  p:u-t  of  the  staff,  during  what  may  be  termed 
a  transitional  period,  in  the  hope,  now  realized,  of  its  once  more 
developing  into  an  insiitution  worthy  of  its  old  traditionary  ghtries. 

From  its  foundation  down  to  the  year  1862,  the  ho.spital  occupied 
the  original  site  near  London  Bridge,  but  in  that  year  the  property 
was  sold  for  the  extension  of  the  railway  accommodation,  and  the 
establishment  temporarily  removed  to  the  Surrey  Gardens,  where 
it  was  carried  on  till  the  summer  of  1871.  In  1868  tiie  first  stono 
of  the  New  Hospital  at  Westminster  Bridge  was  laid  by  tlie  Queen, 
and  the  completed  building  was  opened  by  her  Majesty  in.  1871. 
In  September  the  patients  were  first  admitted  into  tlie  New  Hospital, 
and  the  Medical  School  was  opened  on  October  the  2nd. 


NIGHTmaALE   NURSlNa   SCHOOL. 

The  Committee  of  the  "  Nightingale  Fund  "  have  arrangements 
with  the  authorities  of  St.  Thomas's  for  educating  Women  in  the 
practice  of  Hospital  Nursing.  On  the  satisfactory  completion  of  one 
year's  training,  they  will  be  required  to  enter  into  service  as  Nurses 
in  St.  Thomas's  or  some  other  Hospital  or  Infirmary.  A  limited 
number  of  gentlewomen  can  be  admitted  under  special  agreements 
to  this  course  of  training,  with  a  view  to  qualify  themselves  for 
superior  appointments,  or  as  District  Nurses. 

The  Regulations  as  to  the  admission  of  Candidates  may  be  obtained 
by  writing  to  Miss  L.  M.  Gordon,  the  Matron,  St.  Thomas's  Hospital, 
London,  S.E.,  to  whom  also  application  should  be  made  by  Institutions 
requiring  trained  Superintendents  or  Nurses. 

Candidates  should,  whenever  it  is  possible,  make  personal  applica- 
tion to  Miss  Gordon,  at  the  Matron's  Office,  at  10.30  a.m.,  on  Tuesday 
or  Friday. 

The  Nightingale  Fund  is  the  proceed  of  a  public  subscription 
raised  at  the  close  of  the  Crimean  War,  as  a  tribute  to  Florence 
Nigh  tin  jj;ale,  for  the  services  rendered  by  her  in  tending  the  sick  and 
wounded  soldiers  in  the  Military  Hospitals  on  the  Bosphoius  and  at 
Balaklava.  It  was,  by  her  request,  vested  in  Trustees  to  enable  her 
to  establish  an  Institution  for  the  training,  sustenance,  and  protection 
of  Nurses  and  Hospital  attendants,  and,  as  invested,  produces  an 
income  of  £1400.  The  management  is  in  a  Council,  appointed  by 
her.  The  School  was  opened  at  old  St.  Thomas's  in  1860  with  12 
probationers,  increased  to  33  in  the  present  Hospital.  1100  candi- 
dates have  been  admitted,  and  662  trained  Nurses  have  received 
appointments.  A  large  number  are  now  Matrons  or  Superintendents 
of  Nurses. 
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THE   HOSPITAL. 

The  original  Hospital  latterly  contained  500  beds.  The  present 
building  contains  in  all  572  beds.  It  consists  of  six  blocks  appro- 
priated to  the  reception  of  patients  ;  with  one  for  the  administrative 
and  other  offices,  and  one  for  the  Medical  School.  The  Ward  blocks, 
though  connected  by  corridors,  stand  apart,  so  as  to  afford  free 
exposure  in  all  directions.  The  Wards,  with  the  exception  of  four 
which  are  placed  on  the  ground  floor,  occupy  the  first,  second,  and 
third  floors.  Generally,  each  Ward  affords  accommodation  for  28  beds, 
which  are  placed  against  the  piers  between  the  windows,  so  as  to 
secure  thorough  ventilation.  In  a  small  Ward  annexed  to  each  larger 
Ward,  there  are  two  beds  for  cases  requiring  special  care  or  treatment. 

The  operating  theatres  are  unusually  large,  and  have  been  lately 
thoroughly  refitted,  refloored,  and  provided  with  electric  lighting. 
They  are  now  peculiarly  well  adapted  for  the  carrying  out  of  aseptic 
surgery. 

Of  the  whole  accommodation  of  the  Hospital,  about  180  beds  are 
apropi'iated  to  ordinary  Medical  cases,  and  230  to  ordinary  Surgical 
cases.  There  are  special  Wards  for  the  reception  of  diseases  peculiar 
to  women  (21  beds);  for  diseases  of  the  eye  (25  beds);  for  venereal 
affections  (8  beds)  ;  and  for  children  under  six  years  of  age  (30  beds). 
In  one  of  the  blocks,  separated  from  the  rest  of  the  establishment, 
there  are  Wards  for  infectious  diseases. 

The  space  provided  for  each  bed  in  the  ordinary  Wards  is  upwards 
of  1,800  cubic  feet,  and  in  the  block  appropriated  to  infectious 
diseases,  about  2,500  cubic  feet. 

The  Out-patients'  Department  is  extensive  and  well  arranged,  and 
every  facility  is  afforded  for  the  treatment  of  different  forms  of  Medical 
and  Surgical  casualties  and  diseases. 

During  the  twelve  months  ending  December  31st,  1891,  the  number 
of  patients  admitted  into  the  Hospital  amounted  to  4,906.  In  the 
same  period,  18,779  Out-patients  have  been  treated,  and  in  the 
Maternity  department  2,207  women  have  been  attended  at  their 
own  homes.  Casualties,  to  the  number  of  72,576  attendances,  were 
treated  during  the  same  period. 
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THE   MEDICAL   SCHOOL. 

The  School  buildings  stand  at  the  southern  extremity  of  the 
Hospital,  from  which  they  are  isolated  by  a  large  open  quadrangle 
with  terrace  overlooking  the  river.  They  contain  full  accommodation 
for  larg-e  classes  of  students. 


THE  MUSEUM  OF  HUMAN  AND  COMPAEATIVE  ANATOMY 
AND  PATHOLOGY. 


Curator. — S.  Gr.  Shattock,  Esq.,  F.R.C.S. 


The  Museum,  which  is  of  ample  size  and  well  lii;hted,has  two  galleries  devoted 
entirely  to  the  display  of  specimens  illustrating  Patholoizy :  the  different  series 
.ai'e  each  jireceded  by  a  normal  preparation  of  the  organ  to  which  they  refer. 

On  the  ground  floor  are  the  collections  of  Normal  Human,  and  of  Comparative 
Anatomy:  there  is,  moreover,  a  series  of  type  specimens  of  Pathology,  selected 
to  facilitate  the  study  of  this  subject. 

The  Printed  Catalogue  of  the  Museum  consists  of  three  octavo  volumes  :  in  the 
first  volume,  edited  by  Mr,  John  F,  I^outh,  are  described  the  preparations  of 
Normal  Human,  Microscopical,  and  Comparative  Anatomy ;  and  the  2nd  and 
3rd  volumes,  edited  by  Mr.  Sydney  Jones,  contain  descriptions  of  the  specimens 
illustrative  of  Pathological  Anatomy.  A  Second  Edition  of  the  Pathological 
Catalogue  by  Mr.  Shattock  is  in  course  of  preparation.  The  first  and  second 
parts  of  this,  including  the  Injuries  and  Diseases  of  the  Organs  of  Motion  and 
Digestion  are  already  published. 

The  Collection  of  Human  Anatomy  contains  a  large  number  of  dissected 
Preparations,  illustrating  the  Organs  of  Locumotion  and  Sense  ;  the  Nervous 
System ;  the  Digestive,  Eespiratory,  and  Urinary  Apparatus ;  the  Vascular 
System  and  Organs  ot  Reproduction  ;  and,  in  addition,  a  series  of  elaborate 
dissections. 

The  Pathological  Collection  contains  above  3,000  specimens,  arranged  in 
series  as  follows  : — Injuries  and  Diseases  of  the  Organs  of  Motion  ;  of  the  Organs 
of  Digestion,  of  Circulation,  of  Respiration,  of  the  Nervous  Sy.stem,  of  the 
Genito-Urinary  System. 

Among  the  earliest  contributors  to  the  Museum  were  Mr.  Cline,  Sir  A. 
Coopek,  Mr.  Travers,  and  Mr.  Tyrrell  ;  and  many  of  the  Specimens  are  of 
great  historical  interest :  those  used  by  Sir  A.  Cooper  to  illustrate  his  works  on 
Dislocations  and  Fractures,  on  Hernia,  and  on  the  Testis,  are  contained  amongst 
them,  as  well  as  two  preparations  showing  the  result  of  Ligature  of  the  Abdominal 
Aorta,  one  a  case  of  Sir  A.  Cooper's,  another  that  of  Mr.  J.  F.  South's.  In  the 
collection,  too,  are  Mr.  Travers'  preparations  illustrating  the  process  cf  nature  in 
repairing  Injuries  of  the  Intestines,  and  those  furnished  by  his  experiments  on 
the  ligature  of  Arteries. 

The  section  of  Fractures  has  been  enriched  by  Sir  William  MacCormac,  who 
presented  numei'ous  specimens  of  gun-shot  injuries,  etc.,  obtained  from  cases 
under  his  care  during  the  Franco-German  War  (1870)  ;  that  of  Diseases  of  the 
Liver,  by  a  large  number  of  Biliary  Calculi  presented  by  Dr.  Ord. 
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The  Collection  of  Comparative  Anatomy  comprises  about  400  dissected 
Preparations,  and  in  addition  an  equal  number  of  most  carefully  prepared 
osteological  specimens.  A  large  number  of  these  dissections  were  made  by  Sir 
A.  Cooper,  tu  illustrate  his  Lectures,  when  Professor  of  Comparative  Anatomy 
to  the  Royal  College  of  Surgeons. 

The  Cabinets  of  Microscopical  Anatomy,  which  are  under  the  charge  of  the 
Demonstrator  of  Practical  Physiology,  are  available  for  use  by  Students  who 
■wish  to  examine  them,  subject  to  such  regulations  as  may  be  deemed  necessary. 

The  Materia  Medica  Museum  contains  in  cases  a  complete  collection  of  all 
the  chemicals  and  organic  substances  included  in  the  British  Pharmacopa-ia ; 
all  these  are  named  and  numbered.  A  second  collection  of  all  the  cliief 
medicinal  substances  is  placed  in  drawers  and  is  freely  accessible  to  students. 
A  larice  and  very  fine  collection  of  diied  medicinal  plants,  named  according  to 
the  latest  nomenclature,  is  displayed  on  the  walls  of  the  Museum. 

The  Museum  is  under  the  conjoint  superintendence  of  Dr.  Hadden  and  Mr. 
Shattock. 

The  Collection  of  Chemistry  and  Mineralogy  is  under  the  superinten- 
dence of  Mr.  Dunstan.  The  larger  part  of  the  Specimens  contained  in  it  was 
presented  by  the  late  Dr.  Bernays.  It  is  displayed  with  the  Collection  of 
Materia  Medica. 

The  Museums  are  open  to  Students  daily  from  9  a.m.  till  5  p.m.,  and  every 
encouragement  is  given  to  Students  to  make  use  of  the  well-arranged  educational 
series  for  the  purposes  of  their  studies. 

THE   LIBRAEY. 

The  Library,  to  which  students  have  access  with  the  permission  of  the 
Librarian,  and  which  can  be  used  by  them  as  a  Reading  Room,  has  been  lecenllv 
completely  re-arranged  and  re-catalogued.  It  contains  a  valuable  collection 
of  standard  works  ;  various  periodicals  are  regularly  taken  in,  and  a  number 
of  the  modern  text  books  are  added  from  time  to  time  for  reference. 

LABORATORIES,  THEATRES   AND   CLASS   ROOMS. 

The  Chemical,  Physiological,  and  Anatomical  Departments  are  complete  in 
themselves.  They  consist  of  large  Laboratories  for  Classes,  Private  Laboratories, 
and  each  is  provided  with  its  own  Lecture  Room. 

A  large  Laboratory  for  the  accommodation  of  the  Class  in  Pathological 
Histology  is  about  to  be  erected,  and  will  form  a  valuable  complement  to  the 
present  Pathological  Department.  In  the  same  building  will  be  the  accommo- 
dation for  the  Class  in  Elementary  Biology. 

A  Bacteriological  Laboratory,  under  the  charge  of  Mr.  Shattock,  forms  a  part 
of  the  Pathological  Department. 

A  separate  Laboratory  for  the  practical  teaching  of  Physics  contains  the 
Physical  Apparatus. 

A  special  Theatre  is  devoted  to  the  use  of  the  Lecturers  giving  the  more 
advanced  systematic  courses,  as  Medicine,  Surgery,  &c.  In  connection  with  this 
Theatre  is  a  large  class  room  for  the  various  tutorial  classes. 

A  building  about  to  be  erected  will  provide  new  and  improved  accommoda- 
tion for  the  Students'  Club. 
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CONSULTING  STAFF  OF  THE  HOSPITAL. 


Physician. 
S.    Bristowe,   M.D.    Lond.,  LL.D., 
F.R.S. 


Obstetric  Physician. 
H.  Gervis,  M.D.  Lond. 


Surgeons. 
Sir    John    Simon,    K.O.B.,   Hon.   M.D. 

Dub.,  F.R.S.,  D.C.L. 
Sydney  Jones,  M.B.  Loud. 
John  Croft. 

Ophthalmic  Surgeon. 

R.  LlEBREICH. 


Physicians. 


VISITING   STAFF. 


W.  M.  Ord,  M.D.  Lond. 
John  Harley,  M.D.  Lond. 
J.  F.  Payne,  M.D.  Oxon. 
Seymour     J.     Sharkey,     M.A.,     M.D. 
Oxon. 

Assistant   Physicians. 
W.  B.  Hadden,  M.D.  Lond. 
T.  D.  AcLAND,  M.A.,  M.D.  Oxon. 
U.  P.  Hawkins,  M.A.,  M.B.  Oxon. 


Surgeons. 


Sir  William  MacCormac,  M.A.   D.Sc. 
M.Ch.  Hon.  Causa. 

A.  O.  MacKellar,  M.Ch. 

H.  H.  Glutton,  M.A.  Cantab. 
William  Anderson. 

Assistant   Surgeons. 

B.  Pitts,  M.A.,  M.C.  Cantab. 
G.  H.  Makins. 

W.  H.  Battle. 

C.  A.  Ballance,  M.S.  Lond. 


Obstetric   Department. 
Physician. — C.  J.  Cullingworth,  M.D. 
Assistant    Physician. — R.    Cory,    M.A. 
M.D.  Cantab. 

Throat    Department. 
Physician. — F.  Semon,  M.D.  Berlin. 

Ear  Department. 
Surgeon. — C.  A.  Ballance,  M.S.  Lond. 


Eye    Department. 
Surgeon. — E.  Nettleship. 
Assistant  Surgeon. — J.  B.  Lawford. 

Skin    Department. 
Surgeon. — William  Anderson. 

Dental   Department. 
Surgeon.— C.  E.  Truman,  M.A.  Cantab. 


Resident  Assistant  Physician. 
H.  G.  TuRNEY,  M.A.,  M.B.  Oxon. 


Resident  Assistant  Surgeon. 
E.  C.  Stabb,  F.R.C.S. 


Anaesthetists. 

Walter  Tyrrell  and  E.  F.  White,  F.R  C.S. 

Anaesthetist  to  the  Dental  Department. 

E.  H.  G.  Morris,  B.A.,  M.B.  Cantab. 

Electrician.  Pharmaceutist. 

W.  J.  Kilner,  B.A.,  M.B.  Cantab.  Edmund  White,  B.Sc.  Lond. 

Demonstrators  of  Morbid  Anatomy. 

W.  B.  Hadden,  M.D.  Lond.  H.  P.  Hawkins,  M.A.,  M.B.  Oxon. 

Consulting  Chemist. 

Wyndham  R.  Dunstan,  M.A. 

LECTURERS. 
A.   W.    Bennett,    M.A.,    B.Sc.    Lond.,     H.  Rayner,  M.D. 

F  L.S.  Edward  Seaton,  M.D. 

T.  Cranstofn  Charles,  M.D.  S.  G.  Shattock,  F.R.C.S. 

Wyndham  R.  Dunstan,  M.A.  C.  S.  Sherrington,  M.A.,  M.B.  Cantab. 
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Medical  Registrar. 
W.    G.    Mackenzie,    M.A.,     M.D. 
Cantab. 
Curator  of  the  Museum. 
S.  G.  Shattock,  F.R.C.S. 

Dean  of  the  School. 
G.  H.  Makins,  F.R.C.S. 


Surgical  Registrar. 

F.  C.  Abbott,  M.B.,  B.S.  Lond  ,  F.R.C.S. 

Librarian. 

G.  S.  Saunders. 

Secretary  to  the  School. 
George  Rendle,  M.R.C.S. 
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LECTURERS  AND   DEMONSTRATORS. 


LECTURERS. 

Chemistry,  Chemical  Physics,  and  Practi-\  ~^^_  Dunstan 

cal  Chemistry J 

Materia  Medica         Dr.  Hadden. 

Descriptive  Anatomy        Mr.  Anderson  and  Mr.  Makiks. 

General  Anatomy  and  Physiolo<iy  ..      ..  Dr.  Sherrington. 

Practical  Physiology  and  Histology       ..  Dr.  T.  Cran^toun  Charles. 

Midwifery,  and  Diseases  of  Women       ..  Dr.  Cullingworth. 

^      ,.,,,,.,,.     c.  i  Mr.  MacKellar,    Mr.   Pitts,  and 

Practical  and  Manipulative  Surgery       ..<         -^^  Ballance. 

Medicine Dr.  Ord  and  Dr.  Payne. 

i   Sir     William     MacCormao     and 

^"'"^^'■^      \         Mr.  Glutton. 

„,,,.,.     ^  {Dr.    Sharkey,    Dr.   Hadden,    and 

Pathological  Anatomy      -j         Mr.  Shattock. 

Forensic  Medicine  and  Toxicology  ..       ..  Dr.  Cory  and  Mr.  MacKellab. 

Therapeutics       Dr.  Hadden. 

Diseases  of  the  Eye Mr.  Nettleship  and  Mr.  Lawford. 

Mental  Disease Dr.  Eayneb. 

Public  Health  and  Sanitary  Science       ..  Dr.  Seaton. 

Clinical  Medicine      The  PHTSiCLiirs. 

„  „         Obstetric       Dr.  CuiiLiNG worth. 

„       Surgery       The  Surgeons. 

Physics       Mr.  DuNSTAN  and  Dr.  IscE. 

Botany        Mr.  A.  "W.  Ben-nett. 

Comparative  Anatomy  and  Zoology      ..     Mr.  Parsons. 

TEACHERS    AND    DEMONSTRATORS. 

Physics  and  Chemistry     The  Demonstrator. 

Elementary  Biology Mr.  Parsons. 

_,       .    ^   .     ^  (  The  Lecturers,  with  ^rr.  Parsons, 

Practical  Anatomy -j         Mr.  Abbott,  and  Mr.  Kobinson. 

Physiology  and  Practical  Physiology     ..     The  Lecturers,  with  Mr.  Kent. 

Practical  Medicine Dr.  Acland  and  Dr.  Hawkins. 

„      ,.    -       ,  ,,     .     7  ,.     r.  I  Mr.    MacKellar,   Mr.  Pitts,  and 

Practical  and  Manipulative  Surgery      ..<         Mr  Ballance 

Practical  Obstetrics Dr.  Cory  and  Dr.  Tate. 

Morbid  Anatomy      Dr.  Hadden  and  Dr.  Hawkins. 

Morbid  Histology      Dr.  Hawkins. 

Diseases  of  the  Throat       Dr.  Semon. 

„  „    Skin Mr.  Anderson. 

„  „   Ear Mr.  Ballance. 

„  „    Teeth         Mr.  Truman. 

c 
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SUGGESTIONS  TO  STUDENTS  ABOUT  TO  ENTEK 
THE  MEDICAL  PKOFESSION. 


Registra- 
tion.* 


Preliminary 
Examina- 
tions. 


London 
University. 


The  commencemeut  of  Medical  Study  cannot  be  registered  at  the  OflSce  of 
the  General  Medical  Council  until  the  Student  has  passed  a  Preliminary 
Examination  in  the  subjects  of  General  Education  as  specified  in  the 
following  list : 

(1)  English  Language;  (2)  Lutin ;  (3)  Arithmetic,  Algebra,  and  Euclid; 
(4)  Either  Greek,  Logic,  or  any  Modem  Language. 

A  Student  who  has  not  passed  such  an  examination  is  recommended  to 
pass  either  the  Matriculation  of  the  University  of  London,  the  Examination 
in  Arts  of  the  Apothecaries'  Society  of  London,  or  the  Professional  Pre- 
liminary Examination  of  the  College  of  Preceptors.  The  regulations  re- 
specting these  may  be  obtained  from  the  Registrar,  University  of  London, 
Burlington  Gardens,  W.,  the  Secretary,  Apotliecaries'  Hall,  Blackfriars,  E.G., 
and  the  Secretary,  College  of  Preceptors,  Bloomsbury  Square,  W.C. 

Certificates  of  Graduation,  Matriculation,  and  the  Local  Examinations  of 
British  and  Colonial  Universities  are  accepted  by  the  General  Medical 
Council  provided  that  the  above-mentioned  subjects  be  shown  to  have  been 
included. 

Students  who  propose  to  obtain  Medical  Degrees  in  the  University  of 
London  must  pass  both  the  Matriculation  and  the  Preliminary  Scientific 
Examinations  before  commencing  their  regular  Medical  Studies. 

For  the  Preliminary  Scientific  Examination  and  the  Intermediate  Examina- 
tion in  Medicine  special  classes  are  held  during  the  Winter  and  Summer 
Sessions  (see  p.  38). 


Lectures,  &c. 


Examina- 
tions. 


Lectures,  &c. 


Examina- 
tions. 


For  a  Student  who  enters  in  October,  intending  to  obtain  the  double 
qualification  of  the  "  Conjoint  Board"  (L.R.C.P.  Loud,  and  M.R.C.S.  Eng.) 
the  following  course  of  study  is  recommended.  (For  days  and  hours  of 
Lectures,  &c.,  see  Time  Table,  p.  28. ) 

All  Students  are  required  to  apply  to  the  Medical  Secretary  for  cards 
of  admission  to  the  Lectures,  &c.,  of  each  Session. 
First  Winter  Session. 

Anatomy,  Elementary  Biology,  Elementary  Physiology,  Chemistry,  and 
Pliysics.     Anatomical  and  Physiological  Demonstrations.     Dissections. 

"  Sessional "   at   Medical  School   in    December  and  in  March.     Part  III. 
(Elementary  Biology)  of  First  Examination  of  the  "Conjoint  Board"  in 
January,  and  Part  IV.  (Elementary  Anatomy)  in  March. 
First  Summer  Session. 

Materia  Medica,  Practical  Chemistry  and  Practical  Physiology;  Instruc- 
tion in  Practical  Pharmacy  may  be  obtained  from  the  Hospital  Pharmaceutist. 
(Fee,  three  guineas  for  three  months,  p.  37.) 

"  Sessional "  in  July,  and  Parts  I.  (Chemistry  and  Physics)  and  II.  f  of 
the  "  First  Conjoint." 


Jjectures,  &c. 


Examina- 
tions. 


Second  Winter  Session. 

Anatomy  and  Physiology  with  Demonstrations  and  Dissections.  Practical 
Physiology.     Tutorial  Class  in  Anatomy. 

"  Sessional "  in  December  and  in  March  ;  "  Tests,"  and  "  Second  Conjoint  " 
(Anatomy  and  Pliysiology)  in  March. 

N.B. — The  "Third  Conjoint"  caimot  be  taken  until  two  years  after  the 
second  examination  has  been  passed;  hence  the  importance  (<f  passing  the 
second  at  this  stage. 

*  Tlie  Rpgiilations  of  the  General  Medical  Council  with  legard  to  Registration  may  be  obtained 
from  the  Registrar,  299,  Oxford  Street,  Loudon,  \V. 
t  Part  II.  (Practical  Pharmacy)  may  be  deferred  and  taken  as  part  of  the  "  Third  Conjoint." 
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Second  Summer  Session. 
Hospital  Practice,  IMtHlicivl  mid  Surgical. 

Midwifery,  Practical  Obstetrics,  Practical  Surgery.  f.ectures. 

"  Sessional "  in  July.  UoX'"*' 

The  cnurso  of  instruction  in  Practical  Medicine  must  be  attended  by  Candi- 
dates lor  Out-Patient  Clinical  Clerksliips. 

Third  Winter  Session. 

Hospital  Practice,  Medical  and  Surgical. 

Medicine,  Surgery,  and  Surgical  Pathology,  Practical  Surgery,  Practical    Lectures. 
Course  of  Pathological  Anatomy. 

"  Sessional  "  iu  December  and  March. 

Clinical  Clerkship  (if  not  held  during  July,  August,  and  September),  and 
Drcssership,  in  the  Out-Patient  Departments. 

Maternity  Cases  may  be  attended  at  any  time  after  the  Lectures  on  Mid- 
wifery and  a  course  of  Practical  Obstetrics  by  Students  who  have  passed  the 
*'  Second  Conjoint." 

Third  Summer  Session. 

Hospital  Practice,  Medical  and  Surgical,  with  Clerkship  or  Dressership. 

Pathological  Anatomy,  Forensic  Medicine,  Mental  Disease,  Therapeutics, 
and  Public  Health. 

"  Sessional "  iu  July, 


Examlna- 
tioua. 


Lectures. 


Lectures. 


Examina- 
tions. 


Examina- 
tioas. 

Fourth  Winter  Session. 

Hospital  Practice,  Medical,  Surgical,  the  Special  Departments,  and  Post- 
mortem Examinations.  Clerk  or  Dress  in  special  Departments  and  Post- 
mortem Room.     Instruction  in  Vaccination.     (Fee,  one  guinea,  p.  37.) 

Practical  Course  of  Pathological  Anatomy  (if  not  taken  in  third  winter),    Lectures. 
Clinical  Lectures  on  Medicine,  Surgery,  and  Diseases  of  AVomen ;  Obstetric 
Demonstrations ;  Diseases  of  the  Eye. 

Fourth  Summer  Session. 

Hospital  Practice,  Medical  and  Surgical,  and  Special  Departments. 

Clinical  Medicine,  Clinical  Surgery.  Tutorial  Classes  in  Surgery,  in- 
cluding operations  upon  the  Dead  Subject. 

"  Third  Conjoint "  in  Medicine,  Surgery,  or  Midwifery. 

Note. — The  three  subjects  may  be  taken  at  one  examination. 

Candidates  for  the  Third  Examination  for  the  Diploma  in  Medicine  and 
Surgery  of  the  "  Conjoint  Board  "  are  required  to  produce  a  certificate  of 
attendance  on  not  less  than  twenty  labours.  Students  who  have  passed  the 
"  Second  Conjoint,"  and  have  attended  Lectures  on  Midwifery,  and  a  Course 
of  Practical  Obstetrics,  may  enter  their  names  for  the  Kota  of  Obstetric 
Clerks. 

No  Student  is  admitted  to  any  part  of  the  Third  Examination  of  tlie  •'  Con- 
joint Board  "  until  at  least  two  years  after  passing  the  Second  Examination, 
and  the  latter  cannot  be  taken  until  the  end  of  the  Second  Winter  Session. 

Advanced  Students  are  strongly  advised  to  avail  themselves  of  the  oppor- 
tunities afforded  for  Clinical  Study  of  Fevers  at  the  Hospitals  of  the  Metro- 
politan Asylums  Board,  and  of  Mental  Diseases  at  Bethlem  Hospital  in  their 
fifth  year. 

Fifth  Year. 

Hospital  Pjactice,  Medical  and  Surgical,  and  the  Special  Departments. 

Attendance  at  a  Fever  Hospital  and  Clinical  Demonstration  at  a  recog- 
nised Lunatic  Asylum. 

Note. — The  attendance  (except  that  at  a  Fever  Hospital)  required  in  the 
Fifth  Year  must  be  subsequent  to  passing  the  Third  Examination.  . 

The  "  Final  Conjoint "  in  Clinical  Medicine  and  Clinical  Surgery,  and  in    Examina- 
Midwifery  if  not  taken  at  the  Third  Examination.  tions. 

The  Final  Examination  cannot  be  taken  until  twelve  months  after  the  Third. 

c  2 
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Lectures. 


Examina- 
tions. 


Preliminary  Summer  Session. 

If  a  Student  enters  in  May,  intending  to  obtain  the  qualification  of  the 
Conjoint  Board,  lie  is  advised  to  pursue  the  following  course  of  study : — 

Elementary  Biology,  Lectures  and  Classes  in  Chemistry  and  in  Materia 
IMedica. — Instruction  in  Practical  Pliarmacy  mny  be  obtained  from  the 
Hospital  Pharmaceutist.     (Fee,  three  guineas  for  tliree  months,  p.  37.) 

Botany  (if  required  for  a  higher  examination). 

Part  I.  (Elementary  Biology.)  Part  II.  (Practical  Pharmacy)  of  "  First 
Conjoint"  in  July  or  October. 

Note. — Students  who  join  a  Medical  School  in  May  have  the  advantage 
of  an  additional  three  months  to  devote  to  the  preparation  for  the  four  parta 
of  the  First  Examination  of  the  "  Conjoint  Board." 


All  Students  are  required  by  the  Governors  to  conform  to  the  Regulations 
of  the  Hospital  and  Medical  School,  and  the  School  Committee  is  empowered, 
with  the  approval  of  the  Treasurer,  to  suspend  or  remove  a  Student  at  any 
time  for  adequate  reason.     (See  also  p.  36.) 

As  but  few  Lectures  need  be  attended  in  the  fourth  and  fifth  years,  the 
greater  part  of  that  time  can,  and  should,  be  given  to  the  practical  study  of 
disease  in  tb^  Wards^  Out-Patieut  Departments,  and  Post-Mortem  Room. 

Students  intending  to  prepare  for  University  Degrees  and  other  higher 
Examinations  should  apply  to  the  Medical  Secretary  for  the  Regulations 
relating  thereto.     (For  Special  Classes  for  these  Examinations  see  p.  38.) 

Students  when  qualified  should  use  every  effort  to  obtain  one  or  more  of  the 
senior  appointments  open  to  them,  especially  those  of  House  Physician,  House 
Surgeon,  and  Obstetric  House  Physician.  These  and  other  appointments,  of 
which  details  are  given  at  p.  31,  afford  opportunities  for  obtaining  practical 
professional  knowledge  wiiich  cannot  be  estimated  too  highly.  No  payment  is 
required  for  any  of  them. 

N.B. — The  Regulations  for  the  Sessional  Examinations  and 
Prizes  "will  be  found  on  pp.  32-33. 


The  Regulations  of  the  various  Examining  Boards  in  London  and  Synopses 
of  the  subjects  of  Examination  may  be  obtained  on  application  to — 

The  Registrar, 

University  of  London, 

Burlington  Gardens,  W. 

The  Secretary, 

Examination  Hall, 

Victoria  Embankment,  W.C. 

The  Secretary, 

Society  of  Apothecaries, 

Blackfriars,  E.C. 
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HOSPITAL   PRACTICE. 

CLINICAL  TEACHINQ  OF  MEDICINE  AND  SUEGERY. 

Clinical  instruction  is  given  daily  by  the  Physicians  and  Surgeons  during  their 
visits  to  the  Wards,  and  by  the  Assistant  Physicians  and  Assistant  Surgeons 
in  the  Out-Patient  Departments  (Time  Table,  p,  22).  Lectures  on  Clinical 
Medicine  and  Surgery  are  given  in  the  afternoon  every  •week  throughout  the 
academical  year  by  one  or  more  of  the  Physicians  and  Surgeons. 

Diseases  of  Women. — Clinical  instruction  is  given  in  Adelaide  Ward  on 
Tuesdays  and  Fridays  at  2  p.m.,  and  in  the  Out-Patient  room  on  Wednesdays 
and  Saturdays  at  1.30  p.m. 

Diseases  of  Children. — Instruction  is  given  by  Dr.  Cory,  in  the  Out- 
Patient  room,  on  Saturdays  at  1.30. 

Midwifery. —A  maternity  department  is  connected  with  the  hospital,  women 
being  attended  in  confinement  at  their  own  homes  by  students  of  the  hospital, 
under  the  supervision  of  the  Assistant  Obstetric  Physician  (p.  32).  Students 
are  accompanied  to  their  first  cases  by  one  of  the  Obstetric  House  Physicians. 

Diseases  of  the  Eye. — Clinical  tefiching  in  the  Out-Patient  rooms  daily 
except  Saturday.     Clinical  Lectures  or  Ophthalmoscopic  Demonstrations  weekly. 


Special  Days  and  Hours  for  Surgical  Operations, 


Men. 

Tues.    Wed.  Thurs. 

Fri.       Sat. 

—  1.30       — 

—  —        2.0 

2.0 

1.30 

Ophthalmic          „       

2.30 

Diseases  of  the  Skin. — Clinical  instruction  by  Mr.  Akdersox  on  Fridays. 

Diseases  of  the  Throat. — Clinical  instruction  by  Dr.  Semon  on  Tuesdays 
and  Fridays.  During  the  Winter  Session  Dr.  Semon  gives  a  short  course  of 
Clinical  Lectures  to  senior  students. 

Diseases  of  the  Ear. — Clinical  instruction  by  Mr.  Ballance  on  Mondays. 
Durinj;  the  Winter  Session  Mr.  Ballance  gives  a  short  course  of  Lectures  to 
senior  students. 

Diseases  of  the  Teeth. — Mr.  Truman  and  Assistant  give  instruction  in 
Dental  Surgery  on  Tuesdays  and  Fridays. 

Vaccination  is  taught  practically  by  Dr.  Cory,  who  is  authorised  by  the 
Local  Government  Board  to  give  certificates  of  proficiency  in  Vaccination  at 
St.  Thomas's  Hospital.     Fee,  One  Guinea  (see  p.  37). 

The  Administration  of  Anaesthetics  is  taught  practically  by  Mr,  Tyrrell 
and  Mr.  White. 

PosT-MoRTEM  Examinations. 


Men. 

1  Tues. 

Wed. 

Thurs. 

Fri, 

Sat. 

.2.0 

2.0 

2.0 

2.0 

2.0 

2.0 

Dr  Hawkins    
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TIMES   OF   ATTENDANCE  OP  THE  PHYSICIANS    AND   SURGEONS 
IN  THE  WARDS. 


Dr  CRD 

Mon. 

Tues. 

Wed. 

Thurs. 

Fri. 

Sat. 

2 

2 

— 

2 

2 

— 

Dr.  HARLEV 

Dr.  PAYNE    

2 

— 

— 

2 

— 

— 

Dr  SHARKEY 

2 
2 

— 

— 

2 
2 

Dr.  CULLINGWORTH 

Sir  \V  ILLIAM  MAG  CORM AG     . . 

— 

2 

— 

— 

2 

Mr  MAG  KELLAR 

2 

2 

— 

2 

2 

— 

Mr.  GLUTTON 

Mr.  ANDERSON 

2 

2 

2 

— 

: 

Mr.  NETTLESHIP   

TIMES  OF  ATTENDANCE   OF   THE   ASSISTANT-PHYSICIANS   AND 
ASSISTANT-SURGEONS  ON  THE  OUT-PATIENTS. 


Dr.  HADDEN 

Mon. 

Tues. 

Wed. 

Thurs. 

Fri. 

Sat. 

1.30 
1.30 

1.30 
1.30 

1.30 
1.30 

1.30 

1.30 
l.SO 

1.30 
1.30 

1.30 
I.. 30 

1.30 

Dr.  AGLAND 

Dr.  HAWKINS 

Dr.  GORY  (Women  and  Children).. 
Mr.  PITTS   

Mr.  MAKINS 

Mr.  BATTLE     

Mr.  BALLANCE   

TIMES   OF    ATTENDANCE   IN   THE    OUT-PATIENT   SPECIAL 
DEPARTMENTS. 


Mr.NETTLESHIPKDiseases  of  the/ 
Mr.  LAWFORD      /           Eye)          \ 

Dr.  SEMON  (Diseases  of  Throat)    .. 

Mr.  ANDERSON  (Diseases  of  Skin) 

Mr.  BALLANCE  (Diseases  of  Ear) 

Mr.  TRUMAN  (Diseases  of  Teeth) 

Dr.  CORY  (Vaccination) 

Mon. 

Tues. 

Wed.    Thurs. 

Fri. 

Sat. 

1.30 

1.30 

1.30 
1.30 

10 

1.30 
11.30 

1.30 

1.30 

1.30 
1.30 

10 

— 
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LECTURES,  CLASSES,  AND  DEMONSTRATIONS. 

A  complete  list  of  Lecturers  and  Demonstrators,  p.  17 . 
Time-table  of  days  and  hours  of  Lectures,  dc,  p.  28. 
Fees  for  separate  and  Special  Courses,  p.  37. 
Sessional  Examinations,  p.  32. 

ELEMENTARY    BIOLOGY. 

Mr.  BENNE'U'l',  B.Sc,  and  Mr.  PAKSONS. 

A  three  montlis'  practical  course  to  meet  the  reijuirements  of  the  "  Conjoint 
Board  "  is  held  twice  yearly.    (May,  June,  July ;  October,  November,  December.) 

Special  classes,  for  the  Preliminary  Scientific,  are  commenced  in  October  for 
the  July  examination  of  the  London  University.     (Fee,  see  p.  38.) 

BOTANY. 

Mr.  BENNETT,  B.So. 

A  course  of  lectures  on  Systematic  Botany  is  given  during  the  Summer 
Session.  It  comprises  the  general  principles  of  the  classification  of  plants,  witli 
demonstrations  of  the  characters  of  all  the  more  important  natural  orders, 
especially  those  of  medicinal  value.  The  lectures  are  illustrated  by  diagrams 
and  fresh  specimens.     (Fee,  see  p.  37.) 

Special  classes  for  the  London  University  and  other  examinations  commence 
in  October.     (Fee,  see  p.  38.) 

COMPARATIVE    ANATOMY. 

Mr.  PAliSGNS. 
A  course  of  six  lectures,  especially  intended  for  the  primary  examination  for 
the  Fellowship  of  the  College  of  Surgeons,  is  given  twice  yearly.    (Fee,  see  p.  37.) 

CHEMISTRY    AND    CHEMICAL    PHYSICS. 

Mu.  DUNSTAN. 

Lectures  on  Chemistry  and  Chemical  Physics  are  given  three  times  weekly 
during  the  Winter  Session.     These  lectures  are  fully  illustrated  by  experiments. 

A  course  of  Practical  Work  is  conducted  during  the  Summer  Session. 

These  courses  include  the  subject-matter  of  the  various  Examining  Boards, 
and  are  specially  arranged  to  afford  the  student  an  insight  into  the  principles  of 
chemical  science  and  their  ap])licatii>n  in  Medicine. 

A  course  of  Chemical  Demonstrations  is  given  in  connection  with  the  Lectures 
on  Toxicology  and  PWensic  Medicine. 

Special  classes  are  held  for  students  preparing  for  the  Preliminary  Scientific 
and  Intermediate  M.B.  Examinations  of  the  University  of  London,  and  for  the 
Examinations  of  other  Universities.     (Fee,  see  p.  38.) 

A  s/ecial  course  of  Practical  Instruction  is  given  in  the  Laboratory  to 
Candidates  for  Diplomas  in  Public  Health.     (Fee,  see  p.  37.) 

Facilities  are  offered  to  advanced  students  of  Chemistry  who  may  wish  to 
undertake  original  investigation. 

ANATOMY. 

Mr.  ANDERSON  and  Mr.  MAKINS. 

(a)  Elementary. — A  six  months'  course,  consisting  of  two  lectures  and  one 
oral  examination  weekly,  is  given  fur  first-year  students,  dealing  with  osteology 
and  attachments  of  muscles  and  ligaments. 

(6)  Advanced. — A  six  months'  course,  consisting  of  three  lectures  and  one 
oral  examination  weekly,  is  given  for  second-year  or  more  advanced  students. 

The  lectures  are  illustrated  by  fresh  dissections  and  preparations. 

Classes,  conducted  partly  by  examination,  partly  by  demonstration,  are  held 
during  the  latter  half  of  the  Winter  Session,  and  deal  with  those  sections  of 
anatomy  which  cannot  be  included  in  the  lecture  course. 
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(c)  Pbactical. — During  both  winter  and  summer  sessions  the  dissecting  room 
is  open  for  the  use  of  students,  and  the  demonstrators  attend  daily.  A  number 
of  stock  preparations  are  displayed  in  the  room,  and  the  others  are  preserved  for 
use  in  the  tutorial  classes. 

Tutorial  classes  are  held  prior  to  the  January,  March  and  July  examinations 
of  the  "  Conjoint  Board,"  which  all  candidates  are  allowed  to  attend.  A  verbal 
test  examination  is  held  three  weeks  prior  to  the  examinations,  at  whicii 
candidates  must  satisfy  the  teachers  as  to  their  knowledge  before  obtaining  the 
necessary  signatures  to  their  schedides. 

Special  classes  in  advanced  anatomy  are  conducted  by  the  lecturers  and 
demonstrators  for  the  various  Univei'sity  and  the  Fellowship  of  the  College  of 
Surgeons  examinations.     (Fee,  see  pp.  37,  38.) 

PHYSIOLOGY. 

Dr.  SHERRINGTON. 

A  systematic  course  of  lectures  to  meet  the  requirements  of  the  "  Conjoint 
Board"  is  given  throughout  the  Winter  Session.  As  certain  portions  of  the 
subject  are  dealt  with  more  fully  in  some  years  than  in  others,  students  are 
recommended  to  attend  the  course  both  in  the  first  and  second  years. 

The  lectures  are  supplemented  by  practical  instruction,  chiefly  in  Chemistry 
and  Histology,  'i'his  course  is  intended  for  students  of  the  second  year,  and 
others  preparing  for  the  second  "  Conjoint "  examination. 

A  course  of  practical  instruction  is  also  given  to  students  of  the  first  year,  in 
the  second  half  of  their  first  Winter  Session. 

Tutorial  classes  in  Physiology  are  held  by  the  Demonstrator  prior  to  the 
January,  March  and  July  examinations  of  the  "  Conjoint  Board." 

A  special  class  in  advariced  Physiology  is  provided  for  those  preparing  for 
University  examinations  (Cambridge,  London,  Oxford),  or  for  the  Fellowship  of 
the  College  of  Surgeons.  This  class,  taken  by  the  Lecturer  twice  weekly  from 
January  to  July,  includes  exercise  in  the  use  of  physiological  apparatus  and 
advanced  pracdcal  instruction  in  histological  aud  chemical  methods.  (Fee, 
see  pp.  37,  38.) 

Each  member  of  the  second  Winter  class,  and  of  the  advanced  class,  has  a 
table,  cupboard,  and  drawer.s  ]irovided  for  him.  He  is  requii-ed  to  deposit  6s.  for 
the  key  lo  same,  the  money  being  returned  at  the  end  of  the  course. 

Each  member  of  any  practical  course  must  provide  himself  with  a  microscope, 
dissecting  instruments,  object-slides,  cover-glasses,  labels,  and  a  small  sketch- 
book.    Chemicals,  staining  and  mounting  fluids,  etc.,  are  provided  for  him. 

PRACTICAL    PHYSIOLOGY     (Summer  Course). 
Dr.   T.    CRAKSTOUN    CHARLES. 

(1.)  Histology. — All  the  tissues  and  organs  of  the  body  are  prepared  after 
the  best  methods,  and  examined.  Numerous  microscopical  slides  are  mounted 
by  each  student,  particular  attention  being  given  to  the  methods  hy  which  they 
are  prepared. 

(2.)  Physiolooical  Chemistry. — Practical  instruction  is  given  in  the  chief 
constituents  of  the  body,  food  and  its  digestion,  the  difl'erent  excreta,  and  also 
the  best  methods  for  their  examination. 

A  senior  class  o]ien  to  all  students  is  held  for  the  preparation  and  examination 
of  the  higher  animal  tissues,  the  examination  of  secretions  aud  excretions,  section- 
cutting,  injection,  vulumetric  analysis,  etc. 

MATERIA    MEDICA,    PHARMACY,   AND    THERAPEUTICS. 

Dii.  HADDEN. 
Lectures  on  Materia  Medica   are   given   twice   a  week  during  the  Summer 
Session,  the  course  being  specially  adapted  to   the  requirements  of  candidates 
for  the  examination  of  the  "  Conjoint  Board." 
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Tutorial  classes  are  held  in  the  Materia  Mcdica  Museum  by  the  Lecturer 
and  two  assistants. 

Pharmacy. — Instruction  is  given  by  the  Hospital  Pharmaceutist,  Mr.  E. 
White,  15.Sc.,  to  students  requiring  it.     (Fee,  see  p.  37.) 

Special  classes  are  arranged  to  meet  the  requirements  of — (a)  the  "  Conjoint 
Board,"  (b)  the  intermediate  M.B.  of  the  University  of  London,  (c)  the  first 
M.B.  of  Oxford  and  second  of  Cambridge. 

Therapeutics. — This  course  embraces  the  physiological  actions  of  the  various 
medicinal  agents  on  the  healthy  body,  and  on  general  morbid  conditions.  One 
lecture  is  given  weekly  during  the  Summer  Session. 

MIDWIFERY    AND    DISEASES    OF    WOMEN. 
Dr.  CULLINGWORTH. 

A  systematic  course  of  lectures  on  Midwifery  is  delivered  during  the  Summer 
Session,  embracing  the  Physiology  and  Pathology  of  pregnane^',  labour,  and  the 
puerjieral  state,  preceded  by  an  account  of  the  anatomy  and  development  of 
the  female  pelvis,  and  of  the  placenta  and  fcetal  membranes. 

A  short  course  of  Obstetric  demonstrations  on  the  model  is  given  by  Dr.  Cory 
during  the  Winter  Session.  It  embraces  the  compaiative  relations  of  the  head 
to  the  normal,  and  various  contracted  pelves ;  the  use  of  the  forceps,  turning, 
cianiotomy,  etc. 

A  course  of  about  twenty  lectures  on  the  Diseases  of  Women  is  delivered 
during  the  Winter  Session.  The  lectures  are  partly  systematic,  partly  clinical, 
the  subjects  varying  from  year  to  year,  and  are  su[)plemented  by  practical 
teaching  at  the  bedside  and  in  the  out-patients'  room. 

A  class  will  be  held  by  the  Obstetric  tutor  for  practical  instruction  in  the 
mechanism  and  management  of  labour  and  the  use  of  instruments.  No  student 
is  allowed  to  attend  maternity  cases  until  he  has  attended  this  class. 

MEDICINE. 
Dr.  OED  and  Dk.  PAYNE. 

A  systematic  course  of  lectures  on  the  Principles  and  Practice  of  Medicine  is 
given  three  times  weekly  during  the  Winter  Session. 

Clinical  lectures  on  Medicine  are  given  once  weekly  throughout  the  Academic 
year,  by  the  physicians  to  the  Hospital  in  rotation.  The  subject  of  each  is 
advertised  beforehand  in  the  Hospital  and  Medical  School. 

PRACTICAL    MEDICINE. 
Dr.  ACL  and  akd  Dr.  HAWKINS. 

An  elementary  course  of  practical  instruction  in  the  means  of  physical 
diagnosis  is  held  for  about  a  month  prior  to  each  quarterly  appointment  of  out- 
I'atient  clinical  clerks;  no  student  can  be  appointed  until  be  has  attended  this 
class,  or  an  equivalent  course  elsewhere.  Instruction  is  given  in  the  principles 
and  method  of  examination  of  the  circulatory,  respiratory,  urinary,  digestive,  and 
nervous  systems.  Ojiportunity  is  given  for  the  acquirement  of  skill  in  ausculta- 
tion and  percussion,  and  demonstrations  are  given  on  cases  illustrative  of  the 
diseases  of  the  various  organs. 

SURGERY. 
Sir  WILLIAM  MAC  CORMAC  and  Mr.  CLUTTON. 
A  systematic  course  of  lectures  on  General  and  Siecial  Surgery  is  given  three 
times  weekly  throughout  the  Winter  Session.     The  subject,  being  too  extensive 
for  a  six  months'  course,  is  completed  in  two  Winter  Sessions. 

Clinical  lectures  on  Surgery  are  given  once  weekly  throughout  the  Academic 
year,  by  the  surgeons  to  the  Hospital  in  rotation.  The  subject  chosen  for  each 
lecture  is  advertised  beforehand  in  the  Ilosiiital  and  IMedical  School. 
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PRACTICAL    SURGERY. 

Mr.  MACKELLAR,  IMr.  PITTS,  and  LIr.  BALLANCE. 

During  the  Summer  Session  Mr.  Ballance  holds  a  class  once  a  week,  providiuo; 
sijecial  instruction  for  students  about  to  apply  for  Out-patient  Dressersiiips. 
It  comprises  bandaging,  the  treatment  of  wourds,  the  use  of  certain  in- 
struments and  splints,  and  the  demonstration  of  surgical  landmarks  on  the  living 
model.     No  student  can  be  appointed  a  dresser  until  he  has  attended  this  class. 

'I'he  Winter  Course  includes  the  diagnosis  and  treatment  of  fractures  and  dis- 
locations, api^lication  of  trusses  and  tourniquets,  minor  operations,  treatment  of 
hemorrhage  and  surgical  emergencies,  and  the  completion  of  the  Summer  Course 
on  instruments  and  applied  anatomy. 

The  teachers  of  practical  surgery  are  assisted  by  Demonstrators,  who  super- 
vise the  students  after  each  lecture  in  the  various  manipulations  on  the  living 
models  provided. 

Tutorial  classes  are  held  for  six  weeks  prior  to  the  January,  April,  and  July 
examinations  of  the  "  Conjoint  Board,"  upon  which  attendance  is  voluntary. 
These  include  general  surgery,  operative  surgery,  and  surgical  anatomy,  by  the 
teachers  of  Practical  Surgery  ;  surgical  pathology,  by  Mr.  Shattock  ;  and  clinical 
surgery,  in  the  Wards  of  the  Hospital,  by  the  Piesident  Assistant-Surgeon. 

OPERATIVE    SURGERY. 

Classes  are  held  by  Mr.  MacKeliar  previous  to  the  January,  April,  and  July 
examinations  of  the  "  Conjoint  Board."  The  operations  are  performed  by  the 
students,  subjects  being  provided  at  the  expense  of  the  school. 

Special  classes  are  held  during  the  Summer  Session  and  at  other  convenient 
times  by  Mr.  Pitts  and  Mr.  Ballance,  for  students  preparing  for  the  hi>;her 
examinations.  The  number  of  students  to  each  subject  is  limited  to  two.  (Fee, 
see  p.  37.) 

PATHOLOGY    AND    PATHOLOGICAL    ANATOMY. 
Dr.  SHARKEY,  Dr.  HADDEN,  and  Mr.  SHATTOCK. 

A  lecture  on  General  Pathological  Anatomy  and  the  special  diseases  of  organs 
is  given  by  Dr.  Hadden  once  a  week  during  the  Winter  Session.  Each  lecture 
is  followed  by  a  demonstration,  in  which  the  main  points  are  illustrated  by 
microscopical  and  museum  preparations.  Sections  for  microscopical  examination 
are  given  to  each  student  for  preparation  and  mounting. 

imring  the  Winter,  also,  weekly  Lectures  and  Demonstrations  a^'e  given  by  Mr. 
Shattock  on  Surgical  Pathology  and  Bacteriology.  These  lectures  especially  deal 
with  the  pathological  questions  touched  upon  in  the  systematic  course  of  surgery. 

During  tiie  Summer  Session  two  lectures  are  given  weekly  by  Dr.  Sharkey, 
followed  by  demonstrations.  They  deal  with  the  diseases  of  those  organs  which 
have  not  been  treated  of  in  the  winter  course. 

It  is  intended  that,  so  far  as  possible,  the  subject  of  Pathology  should  be 
covered  during  the  Winter  and  Summer  Sessions  of  each  year. 

The  Demonstrator  of  Morbid  Histology  holds  occasional  classes,  in  which  the 
microscopical  preparations  contained  in  the  pathological  cabinet  are  shown  and 
explained. 

Three  students  are  selected  annually  to  assist  the  Demonstrator  of  Morbid 
Histology. 

Post-mortem  examinations  are  performed  daily  at  2  p.m.  by  Dr.  Hadden  or 
Dr.  Hawkins,  and  demonstrations  given.  Students  are  appointed  to  act  as 
clerks,  and  are  requiied  to  make  examinations  under  the  supervision  of  the 
demonstrators. 

FORENSIC    MEDICINE    AND    TOXICOLOGY. 
Dr.  CORY  AND  AJr.  MACKELLAR. 

A  three  months'  course  of  lectures  is  given  during  the  Summer  Session. 

The  Medical  Section  is  taken  by  Dr.  Cory. 

The  Surgical  Section  and  Toxicology  by  Mr.  MacKellar. 
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The  lectures  cover  the  synopses  of  the  various  Examinius;  Boards,  and  are 
supplemented  in  the  toxicolngical  section  by  demonstrations  by  the  Lecturer  on 
Chemistry.     (See  p.  23). 

MENTAL    DISEASES. 
Dr.  RAYNER. 
A  throe  months'  course  of  lectures  is  given   during  the   Summer  Session, 
comprising  Symptomatology,  Causation,  States  and  Forms  of  Disease. 

1.  Mental  Defects — Idiocy,  Imbecility,  etc 

2.  Mental  disorders — (a)  States  of  Mental  Depression,  Melancholia,  etc  ; 
(b)  Statps  of  Mental  Exaltation,  Mania,  etc. ;  (c)  States  of  Stupor;  (d)  States  of 
Chronic  Disorder  and  Dementia. 

3.  Mental  disorder  in  relation  to  diseases— Causes,  etc. 

(a)  General  Paralysis,  Epilepsy,  and  other  Neuroses. 

(b)  Insanities  of  puberty,  adolescence,  pregnancy,  parturition  and  lactation, 

climacteric  and  senile  insanities. 

(c)  Insanities  from  injury,  heat-stroke,  fevers,  etc. 

(d)  Insanities  from  alcohol,  lead,  and  other  toxic  agencies. 

(e)  Insanity  from  Gout,  Phthisis,  and  associated  b'idily  diseases. 

4.  General  Pathology. 

Clinical  Instruction  is  given  by  visits  to  Bethlem  Hospital  and  other  institu- 
tions for  the  Insane  and  Imbecile. 

DISEASES    OF    THE    EYE. 

Mb.  XETTLESHIP  and  Mr.  LAWFORD. 

A  course  of  about  thirty  lectures  on  the  principal  disorders  and  diseases  of  the 
Eye  and  its  appendages  is  given  during  the  "Winter  Session.  Patients  are  fre- 
quently shown,  or  illustrative  cases  described. 

An  elementary  class  for  learning  the  use  of  the  Ophthalmoscope  is  held  in 
October,  January,  and  May.     Occasional  evening  demonstrations  are  also  given. 

Oral  classes  and  demonstrations  are  held  in  connection  with  the  Surgical 
tutorial  classes  for  the  examinations  of  the  "  Conjoint  Board." 

A  Special  Course  of  operations  on  the  dead  subject  is  given  by  Mr.  Lawford. 
(Fee,  see  p.  37.) 

PUBLIC    HEALTH. 

Dr.  SEATON. 

A  course  of  lectures  is  given  during  the  Summer  Session,  including : — 

Statistics  in  relation  to  public  health.  Statutes  relating  to  public  health. 
Duties  of  sanitary  authorities  and  their  officers.  House  inspection,  sanitary 
defects  in  houses  injurious  to  health.  Water  supply,  sources,  distribution,  and 
analysis.  Infectious  diseases,  quarantine,  isolation,  hospitals  temporary  or  per- 
manent. Compulsory  notification  of  infectious  diseases,  means  of  preventing 
spread  of  infectious  diseases  by  schools.  Vaccination  and  the  prevention  of 
small-pox.  Meteorology  in  relation  to  epidemic  diseases.  Parasitic  and  other 
diseases  of  animals  which  may  affect  the  health  of  man.  Epidemics  of  illness 
traceable  to  milk  and  other  foods.  Construction  and  ventilation  of  sewers, 
methods  of  sewage  disposal. 

The  lectures  are  supplemented  by  demonstrations  at  the  Parkes  Museum  and 
elsewhere. 

Special  Classes. — A  six  months'  course  of  laboratory  instruction  for  the 
various  diplomas  in  public  health  is  given  by  Dr.  Sea  ton,  Mr.  Shattock,  and 
Mr.  Dunstan.     (Fee,  see  p.  37.) 

A  shorter  course  of  one  or  two  months  for  students  who  do  not  need  the  above 
is  also  given.     (Fee,  see  p.  37.) 


DAYS  AND  HOURS  OF  LECTURES  AND  DEMONSTRATIONS. 
WINTER   SESSION. 


Elementary  Biology . .  Oct., Nov.,  Dec.  i 

Mon. 

Tues. 

Wed.  ' 

Thurs. 

Fri. 

Sat. 

Years  of 
Attendance. 

— 

12 

— 

— 

12 

— 

1st  Year. 

Chemistry  and  Physics 

Descriptive  and  Surgical  Anatomy   . .  • 

11.30 
11 

9.30 
11 

— ~ 

9.30 
11 

10.30 

10.30 

9.30 

11 

do. 

do. 

2nd  Year. 

Anatomical  Demonstrations 

10^-41 

lOMi  lOMi 

lOMI 

lOMJ 

10^-1    1st  &  2nd. 

Physiology    

9.30 

— 

9.30 

9.30 

—     j  2Qd  Year. 

Physiological        \  Jan.,  Feb.,  Mar., 
Demonstrations  /     Oct.  to  Mar. 

10.30 
12 

12 

— 

12 

12 
10.30 

— 

1st  Year. 
2nd  Year. 

Practical  and  Manipulative  Surgery 

— 

9 

— 

— 

— 

3rd  Year. 

Comparative  Anatomy  (six  lectures) 

— 

— 

11 

— 

— 

— 

3rd  Year. 

w   ,.  -                    (   Oct.,  Nov.,  Dec. 

^^^'^'^^   1   Jan.,  Feb.,  Mar. 

«:„,  ^r^                 S    Oct.,  Nov.,  Dec. 
^""°«^ }   Jan.,  Feb.,  Mar. 

4 
9 
9 

— 

"9 

4 
9 
9 
4 

4 
9 
9 

1} 

do. 
do. 

Surgical  Pathology 

— 

— 

12 

— 

— 

— 

do. 

Diseases  of  Women 

4 

— 

— 



m-n 

3rd  or  4th. 
do. 

Pathological  Anatomy  (Practical)   . . 

Diseases  of  the  Eye  {J^t.;  Nov.,  Dec. 
Obstetric  Demonstrations  (six) 

5 
5 

— 

4 

5 

z 

— 

do. 

do. 
do. 

SUMMER    SESSION. 


Botany 

Elementary  Biology 

Materia  Medica    

Practical  Chemistry    

Practical  Physiology   

Do.  Advanced  Voluntary  Class 

Anatomical  Demonstrations 

Midwifery     

Comparative  Anatomy  (six  lectures) 
Practical  and  Manipulative  Surgery 

Pathological  Anatomy ..  .. 

Do.  Demonstration 

Forensic  Medicine 

Mental  Diseases 

Public  Health  and  Sanitary  Science 
Pharmacology  and  Therapeutics  .... 
Diseases  of  the  Eye     


Mon. 


10 


11—1 


11—4 


4.30 


12 


Tues.     Wed.    Thurs.     Fri 


10 


10 


2  2 

—       4.30 


11—4 
9 
12 


11—4 
9 


12.30 


1-2  — 


2 
11—4   11- 


10 


11—1 

2 


12.30 
4 


12 


Sat. 


11.30 
9—11 


11—1 


Years. 


1st  Year, 
do. 
do. 
do. 
do. 

2nd  Year. 

do. 

do. 

do. 
3rd   Year. 

do. 

do. 
3rd  or  4th. 

do. 

do. 

do. 


The  times  of  ddivery  of  the  Clinical  Lectures  are  arraiifjed,  in  accordance  with  other  worl:,  in 

the  course  of  tlie  Session. 
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SCHOLARSHIPS,     PRIZES,     APPOINTMENTS, 
AND    HONORARY    DISTINCTIONS. 


OPEN    SCHOLARSHIPS    IN    NATURAL    SCiE^X'E. 

As  an  inducement  to  the  study  of  Natural  Science  before  the  commencement 
of  the  strictly  Medical  Course,  two  Scholarships,  of  the  value  of  £150  (i.e.,  a  free 
admission)  and  £60  respectively,  are  awarded  annually,  after  an  examination  in 
Physics,  Chemistry,  and  either  Botany,  Zoology  or  Physiology,  at  the  option  of 
Candidates.  The  standard,  so  far  as  the  subjects  are  the  same,  will  be  that 
of  the  Preliminary  Scientific  Examination  for  Honours  of  the  University  of 
London. 

These  Scholarships  are  open  to  all  Students  "who  have  passed  a  recoo-nised 
Preliminary  Examination  in  Arts,  and  have  not  yet  attended  Lectures  on 
Anatomy  of  the  first  year,  %vithout  any  condition  as  to  their  becoming  Students 
of  the  Hospital,  except  in  the  case  of  successful  Candidates,  who  must  enter  at 
once  as  "  Peri)etual "  Pupils.  Chemistry  and  Physics  are  compulsory  subjects 
for  this  Examination,  and  Candidates  must  take  up  one  of  the  other  subjects. 
The  Examination  will  be  conducted  by  means  of  written  papers  and  practical 
work,  and  will  be  held  on  the  28th,  2yth,  and  30th  of  September,  1892.  Com- 
petitors are  required  to  send  in  their  names  with  choice  of  optional  subject  and 
Certificate  of  Preliminary  Examination  to  the  Medical  Secretary  not  later  than 
September  17th. 

THE  WILLIAM  TITE  SCHOLAESHIP. 

This  Scholarship,  founded  by  the  late  Sir  W.  Tite,  C.B.,  M.P.,  F.R.S.,  is 
endowed  with  £1,000  Consols,  the  Interest  on  which,  about  £27  10s.,  is  awarded 
each  year  to  the  Student  placed  highest  in  the  1st  Class  List  in  the  examinations 
at  the  end-of  the  first  Winter  Session.  Preference,  in  case  of  equality  between 
Students,  is  to  be  given  to  the  son  of  a  medical  man,  and  more  particularly  of  one 
who  has  been  educated  at  St.  Thomas's  Hospital  or  is  in  Practice  in  Bath. 

THE  MUSGROVE  SCHOLARSHIP. 

This  Scholarship,  founded  by  Sir  John  Musrbote,  Bart.,  the  late  President 
of  the  Hospital,  is  endowed  with  £1,400  Consols,  the  Interest  on  which,  about 
£38  10s.,  is  awarded  biennially  to  the  Student  who  shall  take  the  highest  place 
in  the  1st  Class  List  in  the  examinations  at  the  end  of  the  Second  Winter 
Session.  It  is  tenable  for  two  years,  provided  the  holder  obtains  a  place  in  the 
1st  Class  in  the  Examinations  at  the  end  of  the  third  winter. 

THE  PEACOCK  SCHOLARSHIP. 

This  Scholarship,  founded  by  the  will  of  the  late  Dr.  Thojias  Bevill  Peacock, 
for  many  years  Physician,  and  at  the  time  of  his  de;ath  Consulting  Physician  to  St. 
Thomas's  Hospital,  is  of  the  same  value  as  the  Musgrove  Scholarship;  is  awarded 
and  held  upon  the  same  terms ;  and  is  given  every  second  year  in  alternation  with 
that  Scholarship. 

THE  BEANEY  SCHOLARSHIP. 

This  Scholarship,  founded  by  the  will  of  the  late  Dr.  Beanet,  of  the  value 
of  £52  10s.,  is  awarded  biennially,  after  an  examination  in  Sur^^ery  and  Surgical 
Pathology,  to  a  student  who  shall  have  completed  his  fourth,  but  not  his  sixth 
year.     The  examination  is  held  during  the  Summer  Session. 
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PRIZES. 

The  following  Scholarships,  Prizes,  and  Medals,  will  be  offered  for  Competition 

during  the  year  1892-1893  :— 

TWO  OPEN  SCHOLARSHIPS  IN  NATURAL  SCIENCE  of  the  value 
of  £150  and  £60  respectively,  at  Entrance. 

At  the  End  of  Fikst  Year. 
Winter. 

1st.     ..     The  William  Tite  Scholarship      £27  10s. 

2nd.    ..     College  Prize £20. 

3rd.     ..  Ditto         £10. 

Summer. 

1st.      ..      College  Prize £15. 

2nd.    ..  Ditto        £10. 

Second  Year. 
Winter. 

1st.      ..     The  Musgrove  Scholarship £38  10s. 

2nd.     ,.     College  Prize  £20. 

3rd.     ..  Ditto         £10. 

Summer. 

1st.      ..     College  Prize £15. 

2nd.     ..  Ditto         £10. 

Third  Year. 
Winter. 
Second   Tenure  of   The   Peacock  Scholarship  (if 

holder  obtains  1st  Class  in  this  examination).,     £38  10s. 

1st.     ..     College  Prize £20. 

2nd.    ..  Ditto  £15. 

3rd.     ..  Ditto  £10. 

Summer. 

1st.      ..     College  Prize £15. 

2nd.     ..  Ditto  £10. 

Students  of  each  year  are  classed  according  to  their  respective  merits  in  the  ex- 
aminations, and  those  in  the  first  class  in  each  year  receive  Certificates  of 
Honour,  and  a  preference  in  the  selection  for  Hospital  Appointments. 

Free  Scholarships   are   given  to  distinguished   Pupils  of  Merchant  Taylors' 
and  City  of  London  Schools,  and  Epsom  College. 
In  addition  there  are  awarded — 

The  CHESELDEN  MEDAL,  Annually. 
The  mead  MEDAL.  do. 

The  SOLLY  MEDAL  and  PRIZE,       Biennially. 
The  GRAINGER  TESTIMONIAL  PRIZE,  Annually. 
The  TREASURER'S  GOLD  MEDAL,  do. 

Intending  Competitors,  especially  those  who  have  spent  a  part  of  their  curri- 
culum elsewhere,  should  apply  to  the  Medical  Secretary  for  detailed  regulations. 

The  Cheselden  Medal,  founded  by  the  late  George  Vaughan,  Esq.,  is 
annually  awarded  to  the  Fourth  Year's  Student  who  most  distinguishes  himself 
in  respect  of  a  Special  Practical  Examination  in  Surgery  and  Surgical  Anatomy. 
The  Mead  Medal,  founded  by  Mr.  and  Mrs.  Newman  Smith,  is  awarded 
annually,  to  a  Fourth  Year's  Student,  in  respect  of  a  Special  Practical  Examina- 
tion in  Medicine,  Pathology  and  Hygiene. 
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The  Solly  Medal,  toiietlier  with  a  Prize  ia  Money,  will  be  awarded  biennially. 
Tliose  Students  are  eligible  to  compete  who  shall  be  of  from  three  to  six  years' 
standing.  The  award  is  made  for  the  best  series  of  Reports  of  Surgical  cases 
coming  under  the  Student's  personal  observation  in  the  Wards,  not,  however,  to 
exceed  ten  in  number.  Preference  is  given,  merit  in  other  respects  being  ecpial, 
to  Reports  illustrated  by  the  author's  drawings,  and  short  Clinical  Remarks  must 
accompany  each  Report.  The  next  award  will  be  made  at  the  end  of  1893-94, 
papers  to  be  sent  in  before  April  1st,  1894. 

The  Grainger  Testimonial  Prize,  of  the  value  of  Fifteen  Pounds,  is  awarded 
annually  for  work  in  Anatomy  and  Physiology.  The  conditions  of  competition 
for  this  Prize  have  recently  been  altered,  and  can  be  learnt  from  the  Medical 
Secretary. 

The  Treasurer's  Gold  Medal  for  General  Proficiency  and  Good  Conduct,  is 
awarded  at  the  end  of  the  4th  Winter  Session  to  the  Student  who  has  passed 
through  his  pupilage  in  St.  Thomas's  Hospital  in  the  most  meritorious  manner. 

APPOINTMENTS.* 

A  Resident  Assistant  Physician  and  a  Resident  Assistant  Sdrgeon,  at  a 
salary  of  £100  per  annum  each,  are  from  time  to  time  appointed.  The  appoint- 
ments are  annual,  but  the  tenure  of  office  may  be  renewed  for  a  term  not 
exceeding  three  years. 

Two  Hospital  Registrars,  at  an  annual  Salary  of  £100  each,  are  appointed 
in  each  year.  They  are  eligible  for  annual  re-appointment,  but  may  not  hold 
office  for  more  than  five  years.  Preference  will  be  given  to  Gentlemen  who  have 
been  distinguished  for  merit,  and  have  completed  their  studies  in  the  School. 
The  payment  of  the  Registrars  is  subject  to  the  presentation  of  a  Report  upon 
the  Practice  of  the  Hospital,  and  to  such  Report  being  regarded  as  satisfactory 
by  the  Medical  Officers  to  whom  it  shall  have  been  referred. 

An  Obstetric  Tutor  and  Registrar  is  appointed  each  year,  at  an  annual 
salary  of  £50.  He  is  eligible  for  annual  reappointment,  but  may  not  hold 
office  for  more  than  five  years  consecutively.  The  holder  of  the  office  takes 
part  in  the  tutorial  instruction  of  students,  under  the  direction  of  the  Obstetric 
Physician. 

House  Appointments,  open  to  Students  who  have  obtained  their 
diplomas.  (T/te  duties  of  these  offices  commence  on  the  first  Tuesday  in  March,  June, 
September,  and  December.) 

Four  House  Physicians,  Four  House  Surgeons,  and  Two  Assistant  House 
Surgeons,  are  selected  every  three  months.  Two  of  the  House  Physicians  and 
the  Assistant  House  Surgeons,  are  non-resident,  but  the  other  Officers  are  pro- 
vided with  Rooms  and  Commons  in  the  Hospital,  free  of  expense. 

A  Senior  and  Junior  Obstetric  House  Physician  are  selected  every  three 
months.  The  former  is  provided  with  Rooms  and  Commons  in  the  Hospital,  free 
of  expense.  The  latter  is  provided  with  Commons,  and  must  live  near  the 
Hospital. 

Two  Ophthalmic  House  Surgeons  are  appointed  for  six  months,  one  of  whom 
receives  a  Salary  at  the  rate  of  £50  per  annum,  and  the  other  is  provided  with 
Commons.     They  must  live  near  the  Hospital. 

Clinical  Assistants  in  the  Departments  for  Diseases  of  the  Throat,  Skin, 
and  Ear,  are  appointed  every  three  months. 

In  the  Special  Departments  preference  is  given  to  those  who  have  worked  in 
a  satisfactory  manner  therein  as  Clinical  Clerks  and  Dressers. 

*  ah  these  Appointments  are  open  to  Students  without  extra  payment. 
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Appointments  for  Un-qualified  Students. 

Clinical  Clebks  and  Dressees  to  In-Patients  are  selected  to  the  number  of 
at  least  100  each  year,  from  amoncrst  the  most  eligible  pupils.  The  Dkesser  en 
Accident  Duty  is  provided  with  a  Room  and  Commons  in  the  Hospital.  Clinical 
Clerks  and  Dressers  for  the  Out- Patients  are  also  appointed,  to  the  number  of 
at  least  80  to  100  each  year ;  applicants  are  required  to  have  passed  the  2nd 
examination  of  the  Conjoint  Board,  or  an  equivalent  examination,  and  to  have 
attended  a  course  of  instruction  in  Elementary  Clinical  Medicine  (p.  25).  {The 
Duties  commence  on  the  first  Tuesday  in  January,  Ajn'il,  July,  and  October) 

Obstetric  Clerks  are  ap])ointed,  in  rotation,  from  a  list  of  Students  who 
have  entered  their  names  for  the  purpose,  have  attended  Lectures  on  ISIidwifery 
and  a  course  of  Practical  Obstetrics,  and  passed  the  "  Second  Conjoint,"  or  an 
equivalent  Examination.  Each  Clerk  holds  office  for  a  fortnight,  and  Certificates 
of  Honour  are  awarded  to  those  Gentlemen  who  have  satisfactorily  attended 
Sixty  Maternity  cases.     About  50  Obstetric  Clerks  are  appointed  yearly. 

Assistants  to  the  Teachers  of  Practical  and  Manipulative  Sctrgeby 
are  appointed  for  the  "Winter  and  Summer  Sessions. 

Assistants  to  the  Lecturer  on  Materia  Medica  are  appointed  for  the 
Summer  Session. 

Students  are  likewise  appointed  to  act  as  A  ssistants  to  the  Demonsteatoks 
of  Morbid  Histology  and  of  Morbid  Anatomy. 

Assistants  in  the  Physiological  Laboratory  are  select  el  from  Students 
who  have  completed  their  Second  Winter  Session.  They  receive  Certificates  of 
Honour  according  to  merit. 

Prosectors  are  appointed  in  the  early  part  of  the  Winter  Session,  and  receive 
Certificates  of  Honour  if  recommended. 

REGULATIONS    for    the    EXAMINATION    AND    CLASSIFICATION    OF 
THE  STUDENTS  AT  THE  MEDICAL  SCHOOL. 

1.  In  accordance  with  the  Eegulations  of  the  Qualifying  Bodies,  Students  must 
attend  the  Class  Examinationa  in  the  subjects  for  which  they  have  to  be  certified, 
and  show  by  their  answers  to  the  questions  that  they  have  paid  proper  attention  to  the 
Lectures,  otherwise  the  signature  to  their  Scliedules  may  be  withheld. 

2.  There  shall  be  held  at  least  two  Examinations  in  each  Winter  and  one  in  each 
Summer  Session  in  each  subject  on  which  attendance  is  required  duriny;  that  Session, 
and  the  marks  obtained  in  these  Examinations  shall  be  the  basis  for  the  Classifi- 
cation of  Students  and  the  Award  of  Prizes  for  each  Session  respectively.  Pro- 
vided that  any  extra  Examination  in  the  course  of  the  Session,  in  any  subject,  be 
not  allowed  to  interfere  with  the  ordinary  Lectures  in  other  subjects. 

3.  The  number  of  marks  allotted  to  each  subject  in  the  following  Schedule  is  not  to 
be  exceeded  in  case  the  number  of  Examinations  held  during  the  Session  be  more  than 
two,  but  must  be  distributed  amongst  the  several  Examinations. 

2nd  YEAR'S  SUBJECTS. 

WnJTKB    .  Anatomy 600 

Practical  Anatomy    .     .     .  200 

Physiology      ,     .     .     .     .  600 

Practical  Physiology      .     .  luO 

Total.     .  1500 


1st  YEAP.S  SUBJECTS. 

WiNTBB  .  Anatomy 600 

Practical  Anatomy    .     .     .  200 

Physiology 350 

Elementary  Biology        .     .  350 

Chemistry 600 

Total      .     .    .  2ino 


ScuKEB    .  Practical  Chemistry  , 
Materia  Medica    . 
Practical  Physiology  . 

Total 


300 
200 
300 


Sdweb    .  Midwifery 600 

Practical  Surgery.     .     .     .     200 


3rd  YEAR'S   SUBJECTS. 


VVrwTEB    .  Medicine 650 

Surgery 650 

Practical  Surgery      .     .     .  300 

Total 1600 


Sdmmeb 


Total      . 

Forensic  Medicine    , 
Pathological  Anatomy 

Total      . 


250 
350 
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4.  Students  must  obtain  at  least  one-third  of  the  total  number  of  marks  in  each 
subject,  and  not  less  than  two-thirds  of  the  total  number  allotted  to  all  the  subjects 
collectively,  to  be  placed  in  the  1st  Class. 

Those  who  have  obtained  one-third  of  the  total  number  of  marks  allotted  to  all 
the  subjects  collectively  are  placed  in  the  2nd  Class. 

The  names  of  those  who  do  not  obtain  either  a  Ist  or  2nd  Class  position 
are  not  published,  but  a  General  List  showing  the  exact  position  of  each 
Student  at  every  Examination  is  kept  by  the  Secretary,  from  whom  any 
Student  can  learn  his  own  position,  but  no  Lecturer  shall  make  known  to 
Students  the  number  of  marks  obtained  by  any  Student  in  any  subject. 

5.  The  Prizes  shall  be  awarded  to  tlie  Students  holding  tlie  1st,  2nd,  and 
3rd  positions  in  the  ist  Class  of  each  Winter  Session,  and  to  those  holding  the 
Ist  and  2nd  positions  of  the  1st  Class  in  each  Summer  Session. 

6.  The  number  of  murks  allotted  to  the  Examinations  for  the  Mead  and  Cheselden 
Medals  shall  be  tJOO  each. 

7.  In  awarding  the  Treasxjker's  Medal  the  number  of  marks  obtained  at  the 
Sessional  Examinations  and  in  the  Mead  and  Cheselden  Examinations  shall  be 
counted,  provided  that,  as  regards  the  Examination  for  the  Medals,  two-thirds 
of  the  maximum  marks  be  obtained,  but  those  obtained  in  the  Entrance  Scholar- 
ship Competition  shall  not  be  included. 

8.  The  Authorities  reserve  the  right  of  withholding  any  Prize,  if  no  competitor 
of  sufficient  merit  present  himself. 


^istributi0iT  0f  ^ri^cs  kx  tlje  '^i\$t  St$B\om. 


SUMMER     SESSION,    1891. 

FIRST  YEAR'S  STUDENTS. 


Q.  Q.  Getuge,  Croydon 

W. 'Ei.  Bi-Kos,  Dulwich 

W.  H.  J.  Paterson,  Shepherd's  Bush 

W.  D.  Frazer,  Penarth       

R.  G.  Strange,  Hcunpstead       

E.  O.  Thurston,  Panton  Street 

W.  Herbert,  South  Kensington 

H.  0.  Crouch,  Haver  stock  Rill 

A.  L.  Home,  Hampstead     

F.W.Keut,  St.  Alhans       , 

A.  C.  Friend,  Weybridge    


College  Prize,  £15, 

and  Certificate  uf  Honour. 
College  Prize,  £10, 

and  Certificate  of  Honour, 

Certificate  of  Honour. 

Certificate  of  Honour. 

Certificate  of  Honour. 

Certificate  of  Honour. 

Certificate  of  Honour. 

Certificate  of  Honour. 

Certificate  of  Honour. 

Certificate  of  Honour. 

Certificate  of  Honour. 


SECOND  YEAR'S  STUDENTS 

L.  J.  MiSKiN,  York  Road,  Lamheth   < 

THIRD  YEAR'S  STUDENTS. 

E.  M.  Hainworth,  £Zac/i/iea(/i | 

E.  Smith,  Wandsioorth  Common        < 


College  Prize,  £15, 

and  Certificate  of  Honour. 


College  Prize,  £1S, 

and  Certificate  of  Honour. 
College  Prize,  £10, 

and  Certificate  of  Honour. 

D 
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WINTER    SESSION,   1891-92. 

ENTRANCE    SCIENCE    SCHOLARSHIPS. 

A.K.S......,Ee,enVsFarU {^'"''f^^S^lLTo^iouo.r. 

F.U.G..y.s,Ha.erstoe,mil {  '^"^^aid^cSflcftf  of  Honour. 

FIRST  YEAR'S   STUDENTS. 

(The  "Wm.  Tite  ScholarsMp, 
J.C.lIxncovRT,  South  Woodford      j     £27  10s., 

I  and  Certificate  of  Honour. 

T>  T^             r.  •  .  (College  Prize,  £20, 

B.Bybali.,  Brixton     {  and  Certificate  of  Honour. 

A.H.STEWAKT,i?egrenrsPar^- {^°^^^fndcSefe  of  Honour. 

F.  B.  Thornton,  ie/ces<er Certificate  of  Honour. 

M.  Tahayasv,  Japan Certificate  of  Houour. 

A.  J .  Mahtweav ,  Luj)us  Street Certificate  of  Honour. 

¥.  H.  G^RTiS,  Haverstoch  Hill Certificate  of  Honour. 

'H.'N.  GooDE,  Kensington    Certificate  of  Honour. 

SECOND  YEAR'S  STUDENTS. 

I  The  Peacock  Scholarship, 
£38  10s., 
and  Certificate  of  Honour. 

W.  E.  F.  I,....,  TP7„% {"°"rd^cSi??fH«no„x. 

E.  I..  Te^^^,  St.  George's  Square       {""""SltoUtote  of  Honour. 

A.  Ij.  HoTiiE,  Hanipstead      Certificate  of  Honour. 

W.  H.  J.  Paterson,  Shepherd's  Bush  \  a-,  /                   Certificate  of  Honour. 

E.  0.  THfKSTON,  Fa7iton  Street       ...  j^^'     '••  \                  Certificate  of  Honour. 

W.  D.  Fbazeb,  Penarth        Certificate  of  Honour. 

THIRD  YEAR'S  STUDENTS. 

A.E.KrssELLG,.™e/. {'''''''Sd^cSmcftfof  Honour. 

12nd    Tenure  of    the   Mus- 
grove  Scholarship, 
and  Certificate  of  Honour. 

PRACTICAL  MEDICINE. 

A    T>  /-w  AT            T,  ■  is  /  The  Mead  Medal,  founded  by 

A. -R.  O.  Milton,  Brighton |     Mr.  and  Mrs.  Newman  Smith. 

SURGERY  AND  SURGICAL  ANATOMY. 

I  The  Cheselden  Medal, 

W.  G.  SuTCLiFFE,  Clapham <     founded  by  the   late   George 

I      VArGHAN,  Esq. 

'E.  Smith,  Wandsicorth  Common         Certificate  of  Honour. 

W.  Kedpath,  Norwood  Road      Certificate  of  Honour. 

SOLLY  MEDAL  AND  PRIZE. 
W.  B.  Winston,  0.r/ojc?  Garret ?is       Medal  and  Prize,  £20. 

FOR  GENERAL  PROFICIENCY  AND  GOOD  CONDUCT. 

-t?  n          -n-     1       n  n  i  The  Treasurer's  Gold 

hj.  buiTa,  n  andsworth  Common <         Medal 
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CERTIFICATES  OF  HONOUR. 

ANATOMICAL  ASSISTANTS. 
S.  W.  F.  RicuARDSON        I  A.  E.  Russell 

PROSECTORS. 
H.  C.  Crouch  L.  N.  Pentreath 

G.  G.  Genge  E.  L.  Perry 

A.  L.  Home  E.  O.  Thurston 

ASSISTANTS  IN  PHYSIOLOGICAL   LABORATORY. 
W.  E.  Dixon  I  J.  S.  Hudson 

H.  M.  Harrison  |  W.  H.  J.  Patersou 

PATHOLOGICAL  ASSISTANTS. 

J.  C.  DURSTON  I  \V.  G.  SUTCUFFB 

E.  M.  Hainworth  I 

HOUSE  PHYSICIANS. 
C.  R.  Box 
T.  H.  Kellock 
C.  Latter 
J.  J.  Perkins 
0.  Wyman 


Non-Resident 

G.  R.  F.  Stilwell 
D.  F.  Shearer 
W.  P.  Purvis 


HOUSE  SURGEONS. 


L.  COBBETT 

T.  H.  Haydon 
J.  R.  Harper 
C.  Wyman 


T.  H.  Kellock 
C.  R.  Box 
W.  F.  E.  Milton 
T.  A.  M.  FoRDE 


ASSISTANT  HOUSE  SURGEONS. 


L.  COBBETT 

C  Wyman 

W.  F.  E.  Milton 

T.  A.  M.  Fokde 


T.  H.  Kellock 
C.  R.  Box 
H.  Burden 
P.  J.  Atkey 


OBSTETRIC  HOUSE  PHYSICIANS. 


Senior 
J.  R.  Harper 
W.  G.  G.  Stoees 
W.  F.  Umney 
A.  Banks 


Junior 
W.  F.  Umney 
A.  Banks 

W.  L.  Wainwright 
T.  H.  Haydon 


OPHTHALMIC  HOUSE  SURGEONS. 
0.  H.  Usher  I  S.  G.  Toller 


CLINICAL   ASSISTANTS    IN    THE    SPECIAL 
Skin  I  Throat 

F.  W.  Bevillb  I         P.  J.  Atkey 

L.  G.  Scudamore  A.  Dalzell 

T.  A.  M.  Forde 


DEPARTMENTS. 
Ear 
E.  H.  G.  Morris 
J.  H.  Fisher 
C.  S.  Wallace 


The  following  Distinctions  at  the  London  University  have  been 
obtained  by  Students  of  St.  Thomas's  Hospital  during  the  past  year  :— 

HONOURS  EXAMINATIONS— UNIV.  LOND. 

Gold  Medal  in  Medicine  and  Third  Class  iu  Forensic  Medicine  (M.B.),  Mr. 
T.  P.  Cowen. 

Second  Class  in  Medicine  and  Third  Class  in  Obstetric  Medicine  (M.B.),  Mr. 
W.  F.  Umney. 

Second  Class   in  Anatomy  and  Third  Class  in  Physiology   (Intermed.   M.B.), 
Mr.  S.  W.  F.  Richardson. 

Third  Class  in  Anatomy  (Intermed.  M.B.),  Mr.  A.  E.  Russell. 

Third  Class  iu  Botany  (B.Sc),  Mr.  W.  E.  Dixon. 

D  2 
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FEES   FOR  ATTENDANCE  ON  THE   LECTURES 

AND   ON   THE 

PRACTICE   OF   THE   HOSPTrAL. 

COMPOSITION  FEES. 

The  Composition  Fee  *  to  Hospital  Practice  and  Lectures  may  be 
paid  in  the  following  ways : 

1st.    One  Hundred  and  Fifty  Pounds  on  entrance  in  one  sum ; 
2nd.  One    Hundred   and    Fifty- seven    Pounds    Ten    Shillings   in 
instalments ; 

(a)  By  two  j)ayments,  £85    on  entrance,  and    £72  10s.  at 

the  beginning  of  the  second  year  ; 
(6)  By  three  payments,  £75  at  the  beginning  of  the  first 
year,   £50  at  the  beginning  of  the  second   year,  and 
£32  10s.  at  the  beginning  of  the  third  year  ; 
(c)  By  fuur   payments,  £65  at  the   beginning  of  the  first 
year,  £50  at  the  beginning  of  the  second  year,  £30  at 
the  beginning  of  the  third  year,  and  £12  10s.  at  the 
beginning  of  the  fourth  year. 
Gentlemen  entering  at  St.  Thomas's    for   Lectures    and    Hospital 
Practice  of  the  second  and  subsequent  years  pay  £130  on  entrance, 
or  three  instalments  of  £52  10s.,  £42,  and  £42  (.see  pages  18  and  19). 
Students  entering  for  Lectures  and  Hospital  Practice  of  third  and 
subsequent  years  (see  page  19)  pay  a  composition  fee  of  £80,  or 
£52  10s.  on  entrance,  and  £31  10s.  one  year  subsequently. 

The  Fee  for  attendance  on  the  general  subjects  required  of  Students 
in  Dental  Surgery,  is  for  the  two  years,  £65,  or  by  instalments, 
£55  for  the  first  year,  and  £15  for  the  second  year.  If  certificates 
for  Dental  practice  are  also  required,  the  special  fee  for  that  subject 
(page  37)  has  to  be  paid. 

[N.B. — It  should   be  understood  that  the  Composition  or  "Per- 
petual" Fees   are  intended  to  cover   unlimited   attendance   on 
Lectures  and  Hospital  Pi-actice.      If,  however,  a   student   fail 
to   pass  the  several   professional  examinations  within    periods 
deemed  reasonable  by  the  School  authorities,  his   rights  as  a 
Student  may  be  suspended  or  determined  at  any  time  by  the 
School  Committee,  with  the  approval  of  the  Treasurer.] 
Legally  qualified  Medical  Practitioners  are  admitted  to  the  Hos- 
pital practice,  and  to  the  Lectures  and  Librarj^,  on   payment  of  a 
fee  of  £15  15s.  for  unlimited   attendance;    but  are  not   entitled  to' 
I'eceive  certificates  for  such    attendance  without   payment    for    the 
special  certificates  required  (see  p.  37). 

*  students  who  have  commenced  the  study  of  the  Profession  otherwise  than  by  attendance  at  a 
Medi'-al  School,  will  be  considered  to  b3  first  year's  Students,  on  joining  the  Medical  School,  but  a 
deduction  from  the  Composition  Fee  will  be  allowed  in  such  cases. 

Note. — Cieqiies  may  be  mado  payable  to  the  Medical  Secretary,  and  crossed  "  London  and  County 
Bank,  Lambeth." 


The   Courses  may  be  attended  separately  on  the  folio-wing  terms, 
which  entitle  to  Certificates  for  such  Attendances. 

For  the  Medical  and  Surgical  rractice,  including  Clinical  Lectures  and  the  Special 

Departments. 

Three  months      £21.         1    Twelvemonths £36  15s. 

Sis  mouths  £26  5s.        Unlimited  £73  10s. 


£10 

10s. 

£7 

7s. 

£6 

6s. 

£5 

5s. 

£8 

8s. 

£3 

3s. 

£3 

3s. 

£6 

68. 

£10 

10s. 

Courses  taken 

Tlie  Practice  of  the  Medical  or  Surgical  Wards,  or  any  one  of  the  Special  Depart- 
ments, may  be  attended  separately. 

Medical  or  Surgical.       Each  Special  Department. 

Three  months        ...         ...     £15  15s.  ...  £5  5s. 

Six  mouths  £21.  ...  £10  10s. 

Twelvemonths     £26  5s.  ...  £15  15s. 

Lectures  and  Demonstrations. 

Anatomy,  Physiology  each     £10  10s. 

Practical   Anatomy  (twelve  months).  Practical   Physiology  in- 
cluding Histology  ...         ...         ...         ...         ...     each 

Medicine,  Surgery,  Chemistry  ,, 

Midwifery         

Pharmacology  and  Therapeutics,  Physics,  Forensic  Medicine  each 

Pathology,  including  Pathological  Histology        

Public  Health,  Insanity,  Diseases  of  the  Eye        each 

Practical  Medicine,  Practical  Obstetrics,  Laryngology   ...        ,, 
Practical  Surgery,  Practical  Chemistry,  Elementary  Biology    ,, 

Demonstrations  in  Post-Mortem  room  (twelve  months) 

Note. — A  small  charge  for  materials  is  made  for   all   Practical 
separately. 

SPECIAL   COURSES  (not  included  in  the    Composition  Fee)  and 
EXTBA   EXPENSES. 

Comparative  Anatomy 

Botany 

Operative  Surgery       

Ditto      of  Eye"        

Advanced  Anatomy,  Advanced  Physiology 
Public    Health — Six    months'    Laboratory   Instruction 
Diploma    ... 

Ditto     Short  Coui'se  

Vaccination 

Practical  Pharmacy    ... 

Attendance  at  a  Fever  Hospital  of  the  Metropolitan  Asylums 

Board        £3    3s. 

Students  who  pay  a  Composition  Fee  are  now  supplied  with  chemicals  and 
materials  for  one  course  of  Practical  Chemistry,  Practical  Physiology,  and  Elemen- 
tary Biology  without  extra  charge,  but  there  are  certaiu  instrumeuts  and  materials 
required  during  the  course  of  study,  as  follows,  viz. : 

Those  attending  Practical  Physiology  ami  Physiological  Demonstrations  must 
provide  themselves  with  Microscopes. 

Students  Dissecting  pay  for  the  "  parts  "  they  dissect  at  fixed  rates,  which  are 
notified  in  the  Library. 

Each  Clinical  Clerk  must  provide  himself  with  a  Stethoscope  and  Registering 
Clinical  Thermometer.  Each  Dresser  is  required  to  have  a  Kegisteriug  Clinical 
Thermometer,  a  Pocket  Case  of  Instruments,  and  a  Case  of  Silver  or  Plated 
Catheters. 


...             ... 

£2    2s. 

£3    3s. 

£5    5s. 

£2     2s. 

ea 

:h£6    6s. 

]  for    the 

£21. 

£6    6s. 

£1     Is. 

£3    3s. 
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UNIVERSITY  OF  LONDON. 

PRELIMINARY  SCIENTIFIC  AND  INTERMEDIATE  M.B.  CLASSES. 

PRELIMINAEY   SCIENTIFIC    EXAMINATION. 

Special  instruction  in  the  subjects  required  for  this  Examination  is  p;iTen 
in  the  form  of  («)  Lectures  and  (b)  Classes,  from  October  to  July. 


Botany.  (Lectures  (Summer) 

A.  W.  Bennett,  M. A. \Classes  (Winter  &  Summer) 


^,       .  ,  (Lectures  (Winter) 

,^  ■p^'^^'"^'*''^-,.  ,      Practical  (Winter) 
W.E.DDNSTAN,M.A.j         ^^      ('summer) 


Physics. 
W.  K.  Ddnstan,  M.A. 

and 
W.  H.  Ince,  Ph.D. 

Zoology. 


Lectures 

and 

Practical  Work 

[  Lectures  (Summer) 


Winter 
Summer 


F.  G.PAESONtF.E.C.Sp^^^^^^^  (^mt^2 


Mon. 


Tues 


10.0 


1130 


Wed. 


10.0 


—    11.0 


9.0 


Thu, 


9.0 


Fri. 


1030 


Laboratory  open  daily 


9.0 
9.0 


9.0 


(See  Time  Table.) 

-  |1.30    —     — 

-  —  11030   — 


Sat. 


1030 


N.B. — A  Microscope  and  simple  Dissecting  Apparatus  must  be  provided  by  each 
Member  of  the  Class,  and  Two  Guineas  are  charged  for  materials. 

Fee,  inclusive  of  Practical  Chemistry Sixteen  Guineas. 

Fee  for  any  single  subject Five  Guineas. 

Subsequent  Courses,  half  Fee,  if  recommended  by  the  respective  Teachers. 
In  the  Practical  Classes  of  Botany  and  Zoology,  each  Student  has  the  oppor- 
tunity of  dissecting  the  chief  types. 


INTERMEDIATE  EXAMINATION  IN  MEDICINE. 

Special  Classes  in  Anatomy,  Phj'siology  and  Histology,  Organic 
Chemistry,  Materia  Medica  and  Pharmaceutical  Chemistry  are  held 
by  the  Lecturers  and  Demonstrators  for  the  July  Examination. 

Fee  to  Students  of  the  Hospital  inclusive  of 

Organic  Analysis  and  Chemicals* Nine  Gnineaa. 

To  others  ditto  Twelve  Guineas. 

Fee  for  any  Single  Subject      Three  Guineas. 

Subsequent  Courses,  half  Fee,  if  recommended  by  the  respective  Teachere 

(except  Chemicals,  for  which  full  fee  is  charged). 
*  Instruction  and  Practice  in  Organic  Analysis  is  essential  for  tliis  Examination. 
N.B. — Private  Classes  are  held  for  the  Final  M.B.  Examination. 
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MEDICAL  AND  PHYSICAL  SOCIETY. 


President,  1892-93. 
Dr.  Cullixg worth. 


Vice-Presidents. 
The  Physicians. 
The  Surgeons. 
The  Assistant  Physicians. 
The  Assistant  Surgeons. 
Mr.  Le  Gros  Clark. 
Dr.  Cranstoun  Charles. 
Dr.  CoPEJiAJf. 
Mr.  Walter  Edmunds. 
Mr.  Sydney  Jones. 


Dr.  Kilner. 
Dr.  Mackenzie. 
Dr.  Kayner. 
Mr.  G.  Eendle. 
Mr.  S.  G.  Shattock. 
Dr.  Sherrington. 
Dr.  Seymour  Taylor. 
Mr.  C.  E.  Truman. 


Treasurer. — Mr.  G.  S.  Sa lenders. 


Hon.  Secretaries. 
Mr.  J.  H.  Fisher.  Mr.  T.  G.  Xicholson. 


Committee. 


Mr,  A.  Banks. 
Mr.  J.  H.  Fisher. 
Mr.  K.  Fox  Symons. 
Mr.  L.  V.  Tebbs. 
Mr.  T.  G.  Xicholson. 


Mr.  E.  A.  Saunders. 
Mr.  P.  L.  Blaber. 
Mr.  J.  M.  Chambers. 
Mr.  E.  S.  Eansome. 


This  Society  was  originated  in  the  early  part  of  the  present  century  by  students 
of  the  Hospital,  and  has  for  its  object  the  reading  and  discussion  of  papers  on 
Medicine,  Surgery,  and  subjects  of  General  Interest,  the  narratim  cf  cases, 
and  the  exhibition  of  specimens  of  Physiological  and  Pathological  interest. 
The  Meetings  are  held  in  the  Library  on  alternate  Thursdays  at  8.30  p.m.,  and 
terminate  not  later  than  10  p.m. 

The  soiree,  to  which  past  and  present  students  are  invited,  will  be  held  in 
May  or  June. 

Further  information  can  be  obtained  of  the  Hon.  Secretaries. 


40 


ST.  THOMAS'S  HOSPITAL  REPORTS. 


VOL.   XXI.,    KEW   SERIES. 

EDITED    BT 

T.  D.  ACLAND,  M.A.,  M.D.  Oxon,  and 
B.  PITTS,  M.A.,  M.C.  Cantab. 

Will  he  Pvhlished  in  due  Course. 

It  will  contain  contributions  from  Members  of  the  Staff  and 
others,  together  with  the  Statistical  Reports  of  the  Hospital,  by  the 
Medical  and  Surgical  Registrars,  to  December  31st,  1891. 

The  New  Series  commenced  in  1870,  and  complete  Sets  may 
still  be  had. 

Intending  Subscribers  are  requested  to  communicate  with  Mr. 
G.  Rendle,  the  Secretary  of  the  Medical  School,  at  the  Hospital, 
to  whom  P.O.  Orders  on  the  Westminster  Bridge  Office  are  to  be 
made  payable. 

PRICE  OF  TEE  VOL  UME  {including  Postage  or  delivery)  :— 
To  Subscribers  in  Great  Britain  and  Countries  within  the 

Postal  Union  ,.  ..  ..  ..  ..  ..      Cs.  Od. 

To  Non-Subscribers  do.  do.  ..  ..  ..      8s.  Qd. 


SEPTEMBEE,  1892. 

1 

Th 

2 

F 

3 

S 

4 

^ 

Twelfth  Sunday  after  Trinity. 

5 

M 

6 

Tu 

House  Officers,  &c.,  commence  dutj'. 

7 

W 

Last  day  for  applications  for  Clinical  Clerkships  and 

8 

Th 

[Dresserships. 

9 

E 

10 

S 

11 

^ 

Thirteenth  Sunday  after  Trinity. 

12 

M 

13 

Tu 

14 

W 

15 

Th 

16 

F 

17 

S 

18 

S 

Fourteenth  Sunday  after  Trinity. 

19 

M 

Last  day  for  entry  for  B.Sc.  Exam.,  Univ.  Lond. 

20 

Tu 

21 

W 

St.  Matthew.    Meeting  to  appoint  Clinical  Clerks  and 

22 

Th 

[Dressers. 

23 

F 

24 

S 

25 

^ 

Fifteenth  Sunday  after  Trinitj'-. 

26 

M 

27 

Tu 

28 

W 

29 

Th 

Michaelmas  Day. 

30 

F 

Last  day  for  Essay  for  Grainger  Prize. 

Preliminary  Examination  in  Arts  of  the  Society  of  Apothecaries  held  this  month. 
The  Hospital  Entrance  Science  Scholarships  Examination  takes  place  during 
the  last  week  of  this  month. 


OCTOBER,  1892. 


9 
10 
11 
12 
13 
14 
15 

16 

17 
18 
19 
20 
21 
22 

23 
24 
25 

26 
27 
28 
29 

30 
31 


M 

Tu 
W 
Th 
F 

S 


M 

Tu 
W 

Th 
F 

S 


M 

Tu 
W 
Th 
F 

S 


M 

Tu 
W 
Th 
F 

S 


M 


Sixteenth  Sunday  after  Trinity. 

Distribution  of  Prizes,  3  p.m.     Annual  Dinner.      Last 
[day  for  Entry  Univ.  Lond.  M.B.  Exam. 
Clinical  Clerks  and  Dressers  commence  duty. 


Meeting  of  Library  Committee. 


Seventeenth  Sunday  after  Trinity. 


Eighteenth  Sunday  after  Trinity. 
Univ.  Lond.  B.Sc.  Exam. 
St.  Luke. 


Nineteenth  Sunday  after  Trinity. 


St.  Simon  and  St.  Jude. 


Twentieth  Sunday  after  Trinity. 
Univ.  Lond.  M.B.  Exam, 


The  Registration  and  Museum  Committees  meet  during  this  month. 

The  Primary  Examination  of  the  Society  of  Apothecaries  is  held  Quarterly, 
in  the  months  of  October,  January,  April,  and  July.  The  Final  is  held  monthly ; 
the  Surgical  part  commences  on  the  second  Wednesday,  and  the  Medical  on  the 
Monday  following. 

First,  Second,  and  Third  Examinations  of  the  Examining  Board  in  England 
are  held  this  month. 


NOVEMBER,  1892. 


1 

Tu 

2 

W 

3 

Th 

4 

F 

5 

S 

6 

^ 

7 

M 

8 

Tu 

9 

W 

10 

Th 

11 

F 

12 

S 

13 

^ 

14 

M 

15 

Tu 

16 

W 

17 

Th 

18 

F 

19 

S 

20 

S 

21 

M 

22 

Tu 

23 

W 

24 

Th 

25 

F 

26 

S 

27 

S 

28 

M 

29 

Tu 

30 

W 

All  Saints. 

Last  day  for  applications  for  House  Offices,  &c.* 
Notice — 30tli,  last  day  for  applications  for  .Medical  and 

[Surgical  Kegistrarsliips. 


Twenty-first  Sunday  after  Trinity. 

Entry  for  M.D.  and  M.S.  Exams.  Univ.  Lond. 

Meeting  to  appoint  House  Officers,  &c.  Prince  of 

[Wales  b.  1841. 


Twenty-second  Sunday  after  Trinity. 


Univ.  Lond.  B.Sc.  Pass  List  pxiblished. 

Twenty- third  Sunday  after  Trinity. 

Univ.  Lond.  M.B.'^^Pass  List  published.      Last  day  for 
[Entry  for  B.S.  Exam.,  Univ.  Lond. 
Univ.  Lond.  M.B.  Honours  Exam. 


First  Sunday  in  Advent. 

St.  Andrew.      Last  day  for  applications  for  Medical 
[and  Surgical  Eegistrarships. 


Examinations  for  the  Fellmcship  of  the  Boyal  College  of  Surgeons  of  England 
held  this  month. 

*  Applications  for  these  appointments  to  he  made  to  the  Medical  Secretary,  by 
letter,  stating  the  Candidate's  qiialijicaHons,  the  offices  ichich  he  has  previously 
held  in  the  Hospital,  and  the  number  of  Maternity  Cases  attended. 


DECEMBER,  1892. 


1 

Th 

2 

F 

3 

S 

4 

^ 

5 

M 

6 

Tu 

7 

W 

8 

Th 

9 

F 

10 

S 

11 

^ 

12 

M 

13 

Tu 

14 

\V 

15 

Th 

16 

F 

17 

S 

18 

^ 

19 

M 

20 

Tu 

21 

W 

22 

Th 

23 

F 

24 

S 

25 

^ 

26 

M 

27 

Tu 

28 

W 

29 

Th 

30 

F 

31 

S 

Second  Snnclay  in  Advent. 

Univ.  Lond.  M.D.  and  M.S.  Exam.  [mence  duty. 

Univ.  Lond.  B.S.  Exam.  House  Officers,  &c.,  corn- 

Last  day  for  applications  for  Clinical  Clerkships  and 

[Dresserships. 


Third  Sunday  in  Advent. 

Last  day  for  Entry  for  Matriculation  Univ.  Lond. 

Meeting  to  appoint  Clinical  Clerks  and  Dressers. 

Univ.  Lond.  M.D.  List  published. 
1st  Sessional  Exam,  commences. 


Fourth  Sunda}'-  in  Advent. 

Last  day  for  Entry  for  Prel.  Sci.  and  Int.  Med.  Exam. 

[Univ.  Lond. 
St.  Thomas. 


Christmas  Day. 
Saint  Stephen. 
Saint  John,  Evang. 
Holy  Innocents. 


University  of  Cambridge  First,  Second,  and  Third  M.B.  Examinations  are  held 
this  month. 

Preliminary  Examination  in  Arts  of  the  Society  of  Apothecaries  held  this  mouth. 

Examinations  for  Diploma  in  Public  Health  of  the  Royal  Colleges  of  Physicians 
and  Surgeons  held  this  month. 


JANUARY,  1893. 

1 

^ 

First  Siiuday  after  Christmas.     Circumcision. 

2 

M 

3 

Tu 

Clinical  Clerks  and  Dressers  commence  duty. 

4 

VV 

6 

Th 

6 

F 

Meeting  of  Library  Committee.     Epi^jhany. 

7 

S 

8 

^ 

First  Sunday  after  Epiphany. 

9 

M 

Univ.  Lond.  Matricul.ttion  Examination. 

10 

Tu 

11 

W 

12 

Th 

13 

F 

14 

S 

15 

^ 

Second  Sunday  after  Epiphany. 

16 

M 

Univ.   Lond.    Prelim.    Scientific    (M.B.)    Exam,  and 

17 

Tu 

Intermd.  Exam,  in  Medicine. 

18 

W 

19 

Th 

20 

F 

21 

S 

22 

^ 

Third  Sunday  after  Epiphany. 

23 

M 

24 

Tu 

25 

W 

Conversion  of  St.  Paul. 

26 

Th 

27 

F 

28 

S 

29 

^ 

Septuagesima  Sunday. 

80 

M 

31 

Tu 

First,  Second,  and  Third  Examinations  of  the  Examining  Board  in  England 
are  held  this  month. 
The  Begistration  and  Museum  Committees  meet  during  this  month. 


FEBRUARY,  1893. 


o 
6 

7 

8 

9 

10 

11 


12 
13 
14 
15 
16 
17 
18 


19 
20 
21 
22 
23 
24 
25 


26 
27 
28 


W 

Th 

F 

S 


M 

Tu 

W 

Th 

F 

S 


M 

Tu 
W 
Th 
F 

S 


M 

Tu 
W 

Th 
F 

S 


M 

Tu 


Last  day  for  apj)lications  for  House  Offices,  &c.^ 


Sexagesima  Sunday. 


Univ.  Lond.  Prel.  Sci.  (M.B.)  List  putlislied.    Meeting 
[to  appoint  House  Officers,  &c. 
Queen  Victoria  married,  184U. 


Quinquagesima  Sunday. 

Univ.  Lond.  Int.  Jled.  Pass  List  publislied. 

Ash  Wednesday.    Univ.  Lond.  Matric.  List  published. 


First  Sunday  in  licnt. 


St.  Matthias. 


Second  Sunday  in  Lent. 


*  Applications  for  these  appointments  to  he  made  to  the  Medical  Secretary,  by 
letter,  stating  the  Candidate's  qualifications,  the  ojffices  which  he  has  previoudy 
held  in  the  Hospital,  and  the  number  of  Maternity  Cases  attended. 


MAKCH,  1893. 

1 

W 

Last  day  for  applications  for  Clinical  Clerkshijts  and 

2 

Th 

[Dresserships, 

3 

F 

4 

S 

5 

^ 

Third  Sunday  in  Lent. 

6 

M 

7 

Tu 

House  Officers,  &c.,  commence  duty. 

8 

W 

Meeting  to  appoint  Clinical  Clerks  and  Dressers. 

9 

Th 

10 

F 

Prince  of  Wales  married,  1863. 

11 

S 

12 

^ 

Fourth  Sunday  in  Lent. 

13 

M 

14 

Tu 

15 

W 

16 

Th 

17 

F 

18 

S 

19 

^ 

Fifth  Sunday  in  Lent. 

20 

M 

21 

Tv 

22 

W 

23 

Th 

24 

F 

25 

S 

Annunciation.     Lady  Day. 

2G 

S 

Palm  Sunday. 

27 

M 

28 

Tu 

29 

W 

30 

Th 

Eegistrar's  Keport  for  last  year  due.      Last  day  for 

31 

F 

Good  Friday.               [Reports  for  Solly  Medal  (1894). 

Preliminary  Examination  in  Arts  of  the  Society  of  A;pothecaries  held  this  month. 


APKIL,  1893. 

1 

S 

2 

^ 

Easter  Sunday.                                           [Univ.  Lond. 

3 

M 

Bank  Holiday.         Last  day  for  Entry  for  M.B.  Exam. 

4 

Tu 

Clinical  Clerks  and  Dressers  commence  duty. 

5 

W 

6 

Th 

7 

F 

Meeting  of  Library  Committee. 

8 

S 

9 

^ 

First  Sunday  after  Easter.     Low  Sunday. 

10 

M 

11 

Tu 

12 

W 

13 

Th 

14 

r 

15 

s 

16 

^ 

Second  Sunday  after  Easter. 

17 

M 

18 

Tu 

19 

W 

20 

Th 

21 

F 

22 

S 

23 

S 

Third  Sunday  after  Easter. 

24 

M 

25 

Tu 

St.  Mark. 

26 

W 

27 

Th 

28- 

F 

29 

S 

30 

^ 

Fourth  Sunday  after  Easter. 

Univ.  Camh.  Third  M.B.  mid  First,  Second,  and  Third  Examinations  of  the 
Examining  Board  in  England  are  held  this  month. 

Tlte  Examinations  for  the  Mead  and  Cheselden  Medals  takeplafle  this  month.  _ 

The  Annual  Inspection  of  the  Museum  and  meeting  of  Museum  Committee 
take  filace  during  this  month. 

Tlie  Registration  Committee  meets  during  this  month. 


1 

M 

2 

Tu 

3 

W 

4 

Th 

5 

F 

6 

S 

7 

^ 

8 

M 

9 

Tcj 

10 

W 

11 

Th 

12 

F 

13 

S 

14 

^ 

15 

u 

16 

Tu 

17 

W 

18 

Th 

19 

F 

20 

S 

21 

^ 

22 

M 

23 

Tu 

24 

W 

25 

Th 

26 

F 

27 

S 

28 

S 

29 

M 

30 

Tu 

31 

W 

MAY,  1893. 


St.  Philip  and  St.  James.     Summer  Session  commences. 

[Univ.  Lond.  M.B.  Exam. 
Last  day  for  applications  for  House  Offices,  &c.* 


Fifth  Sunday  after  Eister.     Eogation  Sunday. 
Last  day  for  Entry  for  Ma  trie.  Univ.  Lond. 

Meeting  to  appoint  House  Officers,  &c. 
Ascension  Day.     Holy  Thursday.      First  Stone  of  St. 
[Thomas's  New  Hospital  laid  by  H.M.  the  Queen,1868. 


Sunday  after  x\scension  Day. 


"Whit  Sunday. 

Bank  Holiday.     No  Lectures. 

Univ.  Lond.  M.B.  Pass  List  published. 

Queen  Victoria  born,  1819. 


Trixity  Sunday, 


Examinations  for  the  Fellowship  of  the  Royal  College  of  Surgeons  of  England 
held  this  month. 

*  Applications  for  these  appointments  to  be  made  to  the  Medical  Secretary,  by 
letter,  stating  the  Candidate's  qualifications,  the  offices  which  he  has  previously 
held  in  tlie  Hospital,  and  the  number  of  Maternity  Cases  attended. 


JUNE,  1893. 

1 

Th 

2 

F 

3 

S 

4 

^ 

First  Sunday  after  Trinity. 

5 

M 

6 

Tu 

House  Officers,  etc.,  commence  duty. 

7 

W 

Last  day  for  applications  for  Clinical  Clerkships  and 

8 

Th 

[Dressersliips. 

9 

F 

10 

S 

n 

^ 

Second  Sunday  after  Trinity.     St.  Bfirnabas. 

12 

M 

Univ.  Lond.  Matric.  Exam.     Last  day  for  Entry  for 

13 

Tu 

[Int.  Med.  Exam.  Univ.  Lond. 

14 

\V 

Meeting  to  appoint  Clinical  Cleiks  and  Dressers. 

15 

Th 

16 

F 

17 

S 

18 

^ 

Third  Snnday  after  Trinity.                                    [Lond. 

19 

M 

Last  day  for  Entry  for  Prel.  Sci.  (M.B.)  Exam.  Univ. 

20 

Tu 

Queen's  Accession. 

21 

W 

New  St.  Thomas's   Hospital    opened    hy    H.  M.    the 

22 

Th 

[Queen,  1871. 

23 

F 

24 

S 

St.  John  Baptist.     Midsummer  Day. 

25 

^ 

Fourth  Sundaj^  after  Trinity. 

26 

M 

27 

Tu 

28 

W 

Queen  Victoria  crowned  1838. 

29 

Th 

-St.  Peter. 

30 

F 

The  Harveian  Oration  is  delivered  at  the  Royal  College  of  Physicians  annually 
in  the  month  of  June. 

Doctor  of  Science  Examination  at  London  University  takes  place  within  the 
fii  st  21  days  of  June. 

Univ.  Camh.  First  and  Second  M.B.  Examinations  are  held  within  the  first 
14  days  of  June. 

Preliminary  Examination  in  Arts  of  the  Society  of  Apothecaries  held  this  month. 

Examinations  for  Diploma  in  Public  Health  of  the  Itoyal  Colleges  of  Physicians 
and  Surgeons  held  this  month. 


JULY,  1893. 

1 

S 

2 

^ 

Fifth  Sunday  after  Trinity. 

3 

M 

4 

Tu 

Clinical  Clerks  and  Dressers  commence  duty. 

5 

W 

Last  day  for  applications  for  House  Offices,  &c.,  for 

6 

Th 

[September.* 

7 

F 

Meeting  of  Library  Committee. 

8 

s 

9 

^ 

Sixth.  Sunday  after  Trinity. 

10 

M 

Univ.  Lond.  Int.  Med.  Exam. 

11 

Tu 

12 

W 

Meeting  to  appoint  House  Officers,  &c.,  for  September. 

13 

Th 

[Univ.  Lond.  Matric.  List  published. 

14 

F 

15 

S 

16 

^ 

Seventh  Sunday  after  Trinity. 

17 

M 

Univ.  Lond.  Prelim.  Scientific  (M.B.)  Exam. 

18 

Tu 

19 

W 

20 

Th 

21 

F 

22 

S 

23 

S 

Eighth  Sunday  after  Trinity. 

24 

M 

25 

Tu 

St.  James. 

26 

W 

27 

Th 

28 

F 

29 

S 

30 

^ 

Ninth  Sunday  after  Trinity. 

31 

M 

First,  Second,  and  Third  Examinations  of  the  Examining  Board  in  England 
are  held  this  month. 

The  Registration  and  Museum  Committees  meet  during  this  month. 

*  Applications  for  these  appointments  to  he  made  to  the  Medical  Secretary,  hy 
letter,  stating  the  Candidate's  qualifications,  the  offices  which  he  has  previously 


held  in  the  Hospital,  and  the  number  of  Maternity  Cases  attended. 


E   '2 


AUGUST,  1893. 

1 

Tu 

2 

W 

3 

Th 

4 

F 

5 

S 

6 

^ 

Tenth  Sunday  after  Trinity. 

7 

M 

Bank  Holiday. 

8 

Tu 

Univ.  Lond.  Int.  Med.  Pa^s  List  pnblislied. 

9 

W 

Univ.  Lond.  Prelim.  Sci.  Pass  List  published. 

10 

Th 

11 

F 

12 

S 

13 

^ 

Eleventh  Sunday  after  Trinity. 

14 

M 

15 

Tu 

16 

W 

17 

Th 

18 

F 

19 

S 

20 

^ 

Twelfth  Sunday  after  Trinity. 

21 

M 

22 

TtJ 

23 

W 

24 

Th 

St.  Bartholomew. 

25 

F 

26 

S 

27 

^ 

Thirteenth  Sunday  after  Trinity. 

28 

M 

29 

Ta 

30 

W 

31 

Th 

SEPTEMBER,  l»y3. 


10 
11 
12 
13 
14 
15 
16 


17 
18 
19 
20 
21 
22 
23 


24 
25 
26 
27 
28 
29 
30 


M 

lu 

Th 
F 

S 


:^i 

Tu 

w 

Th 
F 

S 


M 

Tu 

W 

Th 

F 

S 


M 

Tu 

W 

Th 

F 

S 


Fourteenth  Suuday  after  Triniiy. 

House  Officers,  &c.,  commence  duty. 
Last  day  for  applications  for  Clinical  Clerkships  and 

[Dresserships. 


Fifteenth  Sumhty  after  Trinity. 


Sixteenth  Sunday  after  Trinity. 

Last  day  for  Entry  for  B.Sc.  Exam.,  Univ.  Lend. 

Meeting  to  appoint  Clinical  Clerks  and  Dressers. 
St.  Matthew. 


Seventeenth  Sunday  after  Trinity. 


Michaelmas  Day. 

Last  day  for  Essav  for  Grainger  Prize. 


Preliminary  Examination  iri  Arts  of  the  Society  of  Apothecaries  held  this  month. 
The  Hospital  Entrance  Science  Scholarships  Examination  takes  place  during 
the  last  vceek  of  this  month. 
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LIST    OF    STUDENTS 

WHO   HAVE   OBTAINED 

Donours  ill  tijc  ^iiniuil  (g^^amiiratious. 


w  refers  to  Winter  and  s  to  Summer  Session. 
The  Addresses  are  those  given  at  the  time  of  Entry. 


Abbott  (F.  C.),*  Gorleston. 

w  1884-5,  1st  Year  Student,  1st  Entrance 

Science  Scholarship.    The  \Vm. 

Tite  Scholarship. 
B  lass.  1st  Year  Student,  1st  Coll.  Prize. 
w  1885-6.  2nd  Year  Student,    The  Peacock 

Scholarship. 
w  1886-7.  3rd  Year  Student,  2n  I  tenure  of 

Peacock    Scholarship    with    1st 

College  Prize, 
w  1887-8.  4th  Year  Student,  The  Cheselden 
Medal ; 

Treasurer's  Gold  Medal. 

AcLAND  (T.  D.).t  Oxford. 
w  1877-8.  3rd  Year  Physical  Society's  Pi  ize. 
Paper    published    in     Hospital 
Reports,  Vol.  VIII. 
w  1878-9.  4th  Year  Student.    Mead  Medal. 

Addt  (B.),  West  Deeping,  Lincoln- 
shire. 

1869.  1st  Year  Student,  1st  College  Prize  ; 
Physiciil  Society's  1st  Year's  Prize. 

1870.  2nd  Year  Student,  1st  Coll.  Prize; 
Physical     Society's     2nd     Year's 

Prize. 

1871.  3rd  Year  Student,  1st  Coll.  Prize; 
Prosector's  Prize ; 

Treasurer's  Gold  ^Medal. 

Allingham  (W.),t  Bermondsey. 
1852.  Descriptive  Anatomy,  Hon.  Cert.  ; 

Chemistry,  Hon.  Certi. 
1«53.  Midwifery,  Hon.  Cert. 

1854.  Medicine,  Hon.  Cert. ; 
Descriptive  Anatomy,  Prize ; 
Midwifery,  Hon.  Cert. ; 
Physical  Society's  Essay,  Prize ; 
Surgery,  Prize  ; 
Physiology,  Hon.  Cert. 

1855.  Medicine,  Prize; 

Descriptive  Anatomy,  Hon.  Cert.  ; 
Physiology,  Hon.  Cert. ; 
Clinical  lledicine.  President's  Prize  ; 
Clinical  Medicine,  Treasurer's  Prize. 

*  Surgical  Registrar  and  Demonstrator  of 
Anatomy  at  St.  'J'homas's  Hosp.tal. 

f  Assistant  Pnysician,  St.  Thomas's 
Hospital.  Assistant  Physician,  Brumpton 
Hospital. 

J  Late  Surgeon  to  St.  Mark's  Hospital 
and  to  Great  Northern  Hospital,  formerly 
Surgical  Tutor,  Demonstrator  of  Anatomy, 
and' Surgical  Registrar  at  St.  Thomas's 
Hospital. 

$  Surgeon,  Surgeon  for  Skin  Diseases  to, 
and  Joint  Lecturer  on  Anatomy  at,  St. 
Tbomas's  Hospital.  Professor  of  Anatomy 
to  the  Royal  Academy,  Hunterian  Profissor 
of  Patholotry  and  Surgery  to  the  Royal 
College  of  Surgeons,  Member  of  the  Board  of 


Anderson  (W.),§  Clapham,  Surrey. 

1865.  Ist  Year  Student,  3rd  Coll.  Prize. 

1.X66.  2nd  Year  Student,  3rd  Coll.  Prize. 

1867.  3rd  Year  Student,  1st  Coll.  Prize; 

Physical  Society's  3rd  Year's  Prize 

Cheselden  Medal. 

Armstrong  (H.  G.),  Beading, 

s  1872.  1st  Year  Stud'  nt,  Hon  Cert. 
W1874.  3rd  Year  Student,  3rd  Coll.  Prize. 

Atkinson  (F.  P.),  Kew. 

1861.  1st  Year  Alatriculation  E.\amina- 
tion — Classics  and  Mathematics, 
Hon.  Cert. 

Atkinson  (J.),  Kiikby-Lonsdale. 
1853.  Chemistry,  Hon.  Cert. 

AvELiNG  (C.  T.),  Shacklewell. 

1863.  Matriculation  Examination — 

Physics  and    Natural    History, 
1st  College  Prize ; 
1st  Year  Student,  1st  College  Prize. 

1864.  2nd  Year  Student,  2nd  Colic  ge  Prize. 

1865.  3rd  Year  Student,  3rd  College  Prize. 

Bailey  (J.  H.  T.),  Green wicli. 
1843.  Materia  Medica,  Hon.  Cert. 

Bain  (J.) 

1855.  Midwifery,  Hon.  Cert. 

Ballance  CC.  A.).|1  Lower  Clapton. 

w  1875-6.  1st  Year  Student,  Hon.  Cert. 

w  1876-7.  3rd  Year    Student.    3rd   College 

Prize,  and  Physical  Society's  3rJ 

Year's  Prize ; 
1880.  The  Solly  Medal  and  Prize. 

Banks  (A.),  Clapham. 

w  18><7-8.  1st  Year  Student,  1st  Coll.  Prize. 
6    1^90      3id  Year  Student,  2iid  Cull.  Prize. 
w  1890-91.  4th  Year. Student.The Cheselden 
Medal. 

Barker  (F.  R.),  Aldershot. 

w  1875.  Prosector's  Prize. 

Barron  (H.  J.),  Guilford   Street, 

Russell  Square, 
w  1877-8.  2nd    Year    Student,    Prosector's 
Prize. 

Examiners  in  Anatomy  to  the  Examining 
Board  in  England. 

II  Assistant  Surgeon,  Surgeon  for  Diseases 
of  the  Ear,  and  Teaclier  of  Practical  Surgery, 
St.  Thomas's  Hospital.  Assistant  Surgf  on 
t )  the  Hospital  for  Sick  Children,  Great 
Ormond  Street.  Late  Senior  Assistant 
Surgeon  to  the  AVest  London  Hospital. 
Late  Surgical  Registrar  and  Demonstrator 
of  Anatomy  at  St.  Thomas's  Hospital, 
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Babweix  (R.).*  Norwich. 

18-17.  .Alc-dicine,  Hon.  Cert.  ; 

Jlidwifery,  Hon.  Cert. 
1848.  Physical    Society's    Essay,    Trea- 
surer's Prize; 

Physiolopy  xnd  Anatomy.Hon.Cert., 

MWwilei-y,  Hon.  Cert.; 

I  iressf-r's'Surg.  Repis.,  Hon.  Cert. 
1850.  Clinical  Jledicino,  Prize. 

Bateson  (J.  M.),  Kirkby-Lonsdale. 

1555.  Cljemlstry,  Hun.  Cert. 

Batti-e  (W.  H.),t  Hanwortli,  Lin- 
colnshire. 

s   1S74.  Hon.  Cert. 

w  1875.  2nd  Year  Student,  3rd  College  Prize. 

w  1876-7.  3rd  Year  Student,  The  First 
Solly  Medal  and  Prize. 

Beal  (P.),  Plymouth. 

1844.  Chemistry,  2nd  Prize. 

Beardsley  (A.),  Shipley,  Derby. 
1843.  Midwifery,  2nd  Prize. 

Bedford  (K.  J.),:^  Sieaford. 

1858.  MidwifeiT,  Hon.  Cert. 

BiiXWELL  (H.  D.),  Greenwich. 

1843.  Chemistry,  2nii  Prize. 

1845.  Pliysiolo^  and  Anatfimy,  Medal. 
1847.  CliniCiil  Medical  Rtport.s,  i'rize; 

Gen.  Proficieucy,  Trea.  Medal. 

Bell  (C.  N.),  Rochester. 
1867.  3rd  Year  Student,  3rd  Coll.  Prize. 

Bell  (.J.  Y.),  Rochester. 

1859.  1st   Year  Student,  Treasurer's  2nd 

P*rize;  Matriculation  E.xamina- 
tion— -Classics  and  Mathematics, 
Hon.  Cert. 

1860.  2nd  Year  Student,  Hon.  Cert. 

1861.  3rd  Year  Student,  3rd  Coll.  Prize. 

Berxays  (H.  L.),  Chatham. 
wls73.  Prosector's  Prize. 

Berxays  (A.  v.),  Great  Stanmore. 

s  1876.  1st  Year  Student,  Hon.  Cert. 

TV  1880-81.  3ra  Year  Student,  1st  Coll.  Prize. 

BicKLE  (L.  W.),  St.  Leonard  8-on- 

Sea. 
s  1-'7S.  1st  Year  Student,  3rd  Coll.  Prize  ; 
B  ls79.  2nd  Year  Student,  1st  Coll.  Prize. 

Biddle  (D.),  Wotton-under-Edge. 

1860.  1st  Year  Student.  Trna.  I'rizn  ; 
Matriculation  Exam. — Prize. 

1861.  2iid  Year  Student,  Hon.  Cert. 

1862.  3rd  Year  Student,  Hon.  Cert. 

BiDWELL  (H.),  Ely. 
w  1883-4.    4th  Year  .Student,  qualified  for 
Mead  Medal. 

BiDWELL  (L.  A.),  Lee. 
w  1885-6.  4th  Year  Student,  qualified  for 
Che.selden  Medal. 

*  Consulting  Surgeon  to  Charing  Cross 
Hospital. 

f  Assistant  Surgeon  to  St.  Th  mas's 
Hospital,  to  the  hoyal  Free  Hospital,  and 
to  the  East  London  Hospital  for  Children 
and  ^V(Jmen,  Shadwell.  I.aie  Resident 
Assistant  Surgeon,  and  Surgical  Registrar, 
St.  Ihomas's  Hospital. 

i  Late  Assi.-tant-Surgeon  at  the  "  Dread- 
nought "  Hospital  Ship. 


BiBTT^-ELL  (H.  H.),  Enfield,  Lanca- 
shire. 
1865.  3rd  Year  Student,  Hon.  Cert 

Black  (.1.),  Kentish  Town. 

w  1872.  2nd  Year  Student,  Prosector's  Prize. 

Black  (W.  S.),  Chesterfield,  Derby. 

1855.  Mi<lwiferj',  Hon.  Cert.; 
Medicine,  Hon.  Cert. 

Blackett  (\V.  C),  Durham. 

1851.  iJescriptive  Anatomy,  Hon.  Cert. 

Blades  (C.  C). 

1855.  Midwifery,  Hon.  Cert, 

Bone  (W.),  Camberwell. 

1857.  1st  Year  Student,  Trea.  1st  Prize. 
1S,58.  2nd  Year  Student,  Trea.  1st  Prize. 

Bonser  (J.  H.),  Sutton-in-Ashfield. 

1871.  3rd  Year  Student,  2iid  CoU.  Prize; 
Cheselden  Modal. 

BoiLGER  (J  ),  Gravesend. 

1870.  1st  Year  Student,  Sir  Wm.  Tile's 

Scbolarsbip. 

1871.  2nd  Year,  Sir  \V.  Tite's  Scholarship, 
w  1872.  3rd  Year,  SirW.Tite's  Scholarship. 

Box  (C.  R.),  Camberwell. 

w  1885-6.  1st  Ytar  Student,  2ud  Coll.  Prize. 

Bow  EN  (E.^,Llyn  Gwair, Pembroke. 

1847.  Descriptive  and  Surgical  Anatomy, 

Hon.  Cert.; 
Materia  Medica,  Hon.  Cert. 

1848.  Descriptive  and  Surgical  Anatomy, 

Hon.  Cert.  ; 
Pliysioloey  and  .\natomy,  Ho.Cert. ; 
Botany,  Hon.  Cert. ; 
Comparative  Anatomy,  Hon.  Cert. 

BowN  (J.  Y.),  America. 

1848.  Descriptive  and  Surgical  Anatomy, 
Hon.  Cert. 

Boycott  (A.  N.),  Rugeley. 
w  la87-8.  4ih  Year  Student,  qualified  for 
Cheselden  Medal. 

Brake  (J.),  Holt,  Wilts. 

1851.  Matriculation     Scholarship,    Hon. 

Cert. ; 
Descriptive  Anatomy,  Hon.  Cert.; 
1st  Year  Student,  .Scholarship; 
Chemistry,  Hon.  Cert. 

1852.  2iid  Year  Student,  Scholarship; 
I'hysiology,  Prize; 

Materia  Medica,  Hon.  Cert. 
Botany,  Hon.  Cert.; 
Medicine,  Hun.  Cert. 

1853.  3rd  Year  Studint.  .Scholarship ; 
Clinical  Medicine,  Trea.  Prize; 
Midwifery,  I'rize; 

Forensic  Medicitie,  Prize. 

Bbistowe  (J.  S.),§  Camberwell. 

1847.  Medicin'-,  Hon.  Cert.; 

Physiology    and    Anatomy,    Hon. 

Cert. ; 
Psscriptive  and  Surgical  Anatomy, 
Prize. 

5  Consulting  Physician  to  St.  Thomas's 
Hospital.  Late  Lecturer  on  General  I'a- 
tlioliigv,  and  Joint  lyccturer  on  Mcdiciue, 
St.  Thomas's  Hospital. 
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1848    DeRcriptive  and  Surgical  Anatomy, 

Hon.  Cert.; 
]'bysiology  and  Anatomy,  Prize; 
I'mctical  CliciiiiBtry,  Prize; 
B'ltany,  Prize ; 
Midwifery,  Hon.  Cert.; 
Cumparative  Anatomy,  Prize; 
Surgery,  I'rize ; 
General    Proficiency,    Treasurer's 

Medal. 

Britton  (T.),  Doncaster. 
1861.  1st  Year  Student,  Hon.  Cert. 

Brock  ^  J.),  North wich. 

w  1872.  l>t  Year  Student,  2nd  Coll.  Prize. 

R  1872.  Hon.  Cert. 

Brockatt  (A.  A.),  Denmark  Hill, 
w  1884-5.  4th  Year  Student,  qualified  for 
the  Mead  Medal. 

Brown  (F.  G.),  London. 

1860.  1st  Year  Student,  Hon.  Cert. 

1861.  2nd  Year  Student,  3rd  Coll.  Prize. 

1862.  3rd  Year  Student,  3rd  Coll.  Prize. 

Brown  (G.  D.),  Croydon. 

1851.  Physiologv,  Hon*  Cert. ; 
Hotany,  J'rize ; 
Surgery,  Hon.  Cert  ; 

1852.  Physiology,  Hon.  Cert.; 
Physical    Society's    Essay,    Trea- 
surer's Prize ; 

]\Iediciiie,  Hon.  Cert.; 
Pathology,  Prize. 

Brown  (T.  J.  E.),  Dorchester. 

18-18.  Practical  Midwifery,  Hon.  Cert. 

BucKNiLL  (E.  R.),  Bedford. 
1855.  1st  Year  Student,  Scholarship; 
Midwifery,  Hon.  Cert.; 
Chemistry,  Hon.  Cert.; 
Descriptive  Anatomy,  Hon.  Cert. ; 
Materia  Medica,  Hon.  Cert. 

Bull  (J.),  Norwood,  Surrey. 
1848.  Midwifery,  Hon.  Cert. 

Burden  (H.),  Belfast. 

w  18a6-7.  1st  Year  Student,  The  William 

Tite  Scholarship. 
8  1887.  Ist  Year  Student.  2nd  Coll.  Prize. 
w  1887-8.  2nd  Year  Student,  2nd  Coll.  Prize. 

Butlkr  (W.),  Stoke  Newington. 
1845.  Materia  Medica,  Hon.  Cert. 

Caiger  (F.  F.),  Gloucester-st.,  S.W. 

w  1879-811.  1st  Year  Student,  3rd  Coll.  Prize. 
W  1880-81.  2udYear  Student,  3rd  Coll.  Prize. 
w  1882-83.  4th  Year,  the  Mead  Medal. 

Cann  (K.  T.),  Plymouth. 

S  1882.  2nd  Year  Student,     l&t  Coll.  Prize. 
s  1883.  3id  Year  Student.    2nd  Cull.  Prize. 

CAitPENTER  (A.),*  Eothwell. 

1848.    Descriptive    and    Surgical    Ana- 
tomy, Hon.  Cert.; 
Chemistry  Prize  ; 
jMateria  Medica,  Hon.  Cert.  ; 
Mairitulation  Scholarship,  Prize. 
■     1849.   Physiology  Hon.  Cert. ; 
Midwifery,  Hon.  Cert. ; 
Descriptive  Anatomy,  1st  Prize; 
Medicine,  2nd  Prize. 

*  Late  Examiner  in  State  Medicine, 
University  of  Cambridge.  Late  Lecturer  on 
State  Medicine  at  St.  Thomas's  Hospital. 


1850.  Physiology,  Hon.  Cert. ; 
Descriptive  Anatomy,  Hon.  Cert. ; 
Botany,  Prize; 

Medicine,  I'rize; 

Surgery,  Prize ;  [Medal. 

General     Proficiency,     Treasurer's 

1851.  (Accoucheur)  Midwifery,  Prize; 
Es>ay   on  Chorea,   Mr.  N.  Smith's 

Prize. 

1852.  Surgical  Reports.  President's  Prize  ; 
Medical  Reports,  Dr.  Roots'  Pilze  ; 
Ophthalmic      Reports,     a    Gover- 
nor's I'rize ; 

Clinical  Medicine,  Senior  Prize. 

Carpenter  (A.  B.),  Croydon, 
w  1876-7.  1st  Year  Student,  Hon.  Cert. 

Carpenter  (G.  A.),  Streatham. 
■w  1880-81.   l!-tY'ear  Student,  3rd  Coll.  Prize. 
s  IH.sl.  1st  Coll.  Prize, 
w  1881-2.  2nd  Y'ear  Student,  3rd  Coll.  I'rize. 
I'rosector's  Prize. 

Carr  (J.  T.),  Bombay. 
Iii44.  Surgery,  Prize. 

Castle  (H.),  Newport,  I.  of  "Wight, 
w  1874-5.  1st  Year  Student,  2nd  Coll.  Prize. 
S1875.  3r(l  CoUegf  I'rize. 
W1876-7.  PhyMcal  Society's  SrdYear's  Prize. 

Caudle  (A.W.W.),  Henfield,Su8sex. 
1858.  Clinical  Medicine,  Prize. 

Chaldecott  (C.  W.),  Dorking. 

1849.  Descriptive  Anatomy,  Hon.  Cert. ; 
Chemi^try,  Hon.  Cett.; 
Materia  Medica,  2nd  Prize; 

1st  Y'ear  Student,  Scholarship. 

1850.  Physiology,  Hon,  Cert. ; 
Surgery,  Prize. 

1851.  Physiology,  Prize; 
Descriptive  Anatomy,  Hon.  Cert.; 
Medicine,  Hon.  Cert.  ; 

Physical     Society's    Essay,    Trea^ 

surer's  Pi  ize  ; 
Surgery,  Hon.  Cert.; 
General     Proficiency,     Treasurer's 

Silver  Medal. 

Chaldecott  (T.  A.),  Newington 

1848.  Descriptive  Surgical  Anatomy,  Hon. 
Chemistry,  Hon.  Cert.;  [Cert. ; 
Botany,  Hon.  Cert. ; 

Materia  Medica,  Hon.  Cert. ; 
Comparative  Anat.,  Hon.  Cert.; 
Matriculation  Scholarship,  Prize  ; 
Practical  Chemistry,  Hon.  Cert, 

1849.  Physiology,  Hon.  Cert.  ; 
Midwitery,  Hon.  Cert.  ', 
Suigcry,  2nd  Prize  ; 

Ml  diciiie,  Hon  Cert. 

1850.  Physiology,  Hon.  Cert.; 
Forensic  Medicine,  Prize; 
Pathology,  Prize ; 

M'  dicine,  Hon.  Cert.; 
Surgery,  Hon.  Cert. 

Chapman  (C.  E.),  Preston. 

1855.   Midwifery,  Hon.  Cert. ; 

Materia  Medica,  Hon.  Cert. 
1857.   Clinical  Asi^istant,  FMze; 

Physical  Society's  Essay,  Prize. 

Charpentier  (A.  E.). 
1882-3.  4th  Year,  The  Mead  Medal  Exam, 
Special  Mention  and  Hon.  Cert. 

Cheeky  (A.  H."),  Clapham. 
1845.   Clinical  Medicine,  Hon.  Cert. 
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Chipi'ERfteld  (W.  N.),  Rending. 

1852.  l.st  Year  Stucient,  Scholarship; 
Descriptive  Anatomy,  Prize. 

1853.  2nd  Year  Student,  Scholarship; 
I'hj'siology,  Prize ; 
Descriptive  Anatomy,  Prize; 
Midwifery,  Prize; 

Physiral  Society's  Essay,  Prize ; 
Medicine,  Prize ; 
Surgery,  Prize. 

1854.  3rd  Year  Student,  Scholarship; 
Medicine,  Prize  ; 

Descriptive  Anatomy,  Hon.  Cert. ; 

Midwifery,  Prize  ; 

Physical  Society's  Essay,  Trea- 
surer's Prize ; 

Forensic  Medicine,  Prize ; 

Chemistry,  Hon.  Cert.; 

Comparative  Anatomy,  Prize; 

Pathology,  Prize ; 

Surgery  and  Surgical  Anatomy, 
Ciieselden  Medal  ; 

Clinical  Medicine,  Treasurer's  Prize, 

Physiology,  Prize ;  [Medal. 

General    Proficiency,     Treasurer's 

Clapton  (E.),*  Stamford. 

1801.   Matrlculaticn    Scholarship,     Hon. 
Cert. ; 
1st  Year  Student,  1st  Scliclarship  ; 
Descriptive  Anatomy,  Prize; 
Chemistry,  Prize. 

1852.  2nd  Y'ear  Student,  Scholarship  ; 
Physiology,  Prize ; 

Materia  Aledica,  Prize ; 
Botany,  Prize ; 
Medicine,  Hon.  Cert. 

1853.  3rd  Y'ear  Student,  Scholarship; 
Physiology,  Hon.  Cert. ;       [Prize ; 
Clinical       Medicine,      Treasurer's 
Midwifery.  Hon.  Cert,  i 
Physical     Society's    Essay,    Trea- 
surer's Prize ; 

Medicine,  Hon.  Cert. ; 
Forensic  Medicine,  Hon.  Cert. ; 
Chemistry,  Hon.  Cert. ; 
Surgery,  Hon.  Cert. 

1854.  Ophthalmic    Reports,    Governor's 

Prize ; 
Clinical  Medicine,  Mr.  N.  Smith's 
Prize. 
Clai'ton  (AV.),  Stamford. 

1855.  Midwifery,  Hon.  Cert.; 
Descriptive  Anatomy,  Hon.  Cert. ; 
Materia  Medica,  Prize. 

1856.  Clinical  Medicine,  Prize. 
1858.     Midwifery,  Hon.  Cert. 

Clarke  (A.),  Dorking. 
1856.   1st  Year  Student,  Treasurer's  2nd 
Prize. 

Clark  (J.  H.),  Jamaica. 

1867.  2nd  Y'ear  Student,  Physical  Society's 
2nd  Year's  Prize. 
Clarkson  (J.  W.),  Surbiton. 
w  1872.   2nd  Year  Student,  3rd  Coll.  Prize, 
w  1873.   3rd  Y'ear  Student.  2nd  Coll.  Prize; 
Surgery    and    Surgical    Anatomy, 
Hon.  Cert. 

Cleghorn  (G.),  Bedford, 

1S72.   3rd  Year  Student,  Hon.  Cert. 
CUTTERBUCK  (M.  C),  Bath. 

w  1886-7.  1st  year  Student,  2nd  Entrance 
Science  Scholarship. 

*  Late  Physician  to,  and  Lecturer  on 
Materia  Medica  at,  St.  Thomas's  Hospital. 
Physician  to  the  Magdalen  Hospital. 


CoGGiNS  {T.\  Haj'ford,  Woodstock. 

1847.  Chemistry,  Hon.  Cert. 

1848.  Descriptive  and  Surgical  Anatomy, 

Hon.  Cert. ; 
Midwifery,  Hon.  Cert. 

1849.  Midwifery,  Hon.  Cert. ; 
Medicine,  Hun.  Cert. 

1850.  Surgical  Heport*,  Prize  ; 
(Accoucheur)  Midwifery,  Hon.Cert. 

Colby  (W.  T.),  Malton,  York. 

1S49.   Descriptive  Anatomy,  Hon.  Cert.; 
Alidwifery,  Hon.  Cert. 

Collier  (T.  P."),  Worship  Square. 

1847.   Practical  Jlidwifery,  Prize. 

CoMTLiN  (E.  J.),  Charterhouse  Sq. 

1851.  Clinical  Medicine,  Prize; 
Medical  Cases,  President's  Prize  ; 
SurL-ery,  Hon.  Cert. 

1852.  Midwifery,  Hon.  Cert. ; 
Pathology-,  Hon.  Cert. 

Cook  (S.  B.),  Cape  of  Good  Hope. 
s  1SS3.     1st  year  Student,  2nd  CoU.  Prize. 
Cook  (W.),  Gainsboro'. 
1844.  Chemistry,  Hon.  Cert.; 

Materia  Medica,  Hon.  Cert. 

CooKE  (C.  W.),  Regent's  Park, 
w  1883-4.  1st  year  Student,   1st  Entrance 
Science  Scholarship. 

Cooke  (J.  \  Stamford. 

1855.  Comparative  Anatomy,  Prize; 
Midwifery,  Hon.  Cert.  ; 
Physiology,  Hon.  Cert. 

Cooper  (H.  S.),  Brightlingsea. 

s  1887.  2nd  Y'ear  Student,  2Dd  Coll.  Prize. 

CoPELAKD  (W.  H.  L.),  South  Ken- 
sington. 
w  1887-8.  4th  Y'ear  Student,  qualified  for 
the  ]\Iead  Medal. 

CoRY(R.),t  Carlisle. 

1870.   Physical  Society's  3rd  Y'ear's  Prize. 

Cousins  (J.  W.),  Portsea. 

1854.  Descriptive  Anatomy,  Hon.  Cert.; 
Chemistry,  Hon.  Cert. 

1855.  Surgery,  Prize ; 
Midwifery,  Prize  ; 
Midwifery,  Hon.  Cert. 

1856.  Clinical  Medicine,  Prize  ; 
Surgery    and    Surgical    Anatomy, 

Cheselden  Medal. 

CowEN  (P.),  Keuninjjjton. 

1»62.    1st  Ye.ir  Student,  2nd  Coll.  Prize. 

1863.  2nd  Y'ear  Student,  2nd  Coll.  Prize. 

1864.  3rd  Year  Student,  2nd  Coll.  Prize. 

CowEN  (T.  P.),  Upper  Holloway. 
w  18»4-5.  1st  Y'ear  Student,  Half  1st  and 

2nd  Coll.  Prizes. 
6  1885,  1st  Year  .Student,  2nd  Coll.  Prize 
w  1885-6.  2nd  Y'ear  .Student,  1st.  Coll.  Prize. 
B  18.~6.  2nd  Y'ear  .Student,  1st  College  Prize. 
v\-  l.-<!!<6-7.  3rd  Year  Stud,  nt,  2nd  Coll.  I'riie. 
w  1887-8.  4th  Y'ear   Student,  qualified   for 

the  Mead  Medal. 

Cox  (E.),  Maiden  Newton,  Dorset- 
shire. 
1866.   1st  Y'ear  Student,  3rd  Coll.  Prize. 
1868.  3rd  Year  Student,  2nd  Coll.  Prize. 

f  Assistant  Obstetric  Physici.nn  to,  and 
Joint  Lecturer  on  Forensic  Medicine  at, 
St.  Thomas's  Hospital. 
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CoxwELL  (C.  F.),  Brighton. 

1880.  4th  Year  Student,  the  Mead  Medal. 

Crick  (S.  A.),  Cosby-hill,  Leicester- 
shire. 

8  1875.    Ist  Year  Student,  Hon.  Cert. 

w  1875-6.  Prosector's  Prize. 

w  1876-7.  3rd  Year  Student,  3rd  Coll.  Prize. 

Croft  (J.),*  Clapton. 

1851.   Descriptive  Anatomy,  Hon.  Cert. 
1853.   Midwifery,  Hon.  Cert. 

Crofts  (W.  C.),  Rowston,  Lincoln. 

1855.   Surgery,  Hon.  Cert.; 
Midwifery,  Hon.  Cert. 

Crosby  (T.  B.),  Gosberton,  Lincoln. 

1851.  Physiology,  Prize  ; 
Descriptive  Anatomy,  Priie; 
Medicine,  Prize ; 
Surgery,  Prize. 

1852.  Physiology,  Prize ; 
Descriptive  Anatomy,  Hon.  Cert. ; 
Medicine,  Hun.  Cert. ; 

Forensic  Medicine,  Prize; 
Practical  Chemistry,  Prize; 
Surgery,  Hon.  Cert. ; 
Surgery    and    Surgical    Anatomy, 

Bronze  Cheseldeti  Medal ; 
Comparative  Anatomy,  Prize. 

Ckossman  (J.),  Redruth. 

1871.  Physical  Society's  1st  Year's  Prize. 
1«72.  Physical  Society's  2nd  Year's  Prize. 
1873.   Physical  Society's  3rd  Year's  Prize. 

Crouch  (H.  C),  Haverstock  Hill, 
w  1890-91.  1st  Y'ear  Student,  2nd  Entrance 
Science  Scholarship. 

Crowdt  (F.  D.),  Bath. 

w  1884-5.    4th  Year  Student,  the  Mead 
Medal. 

Davies  (D.),  Carmarthenshire. 

1813.   Chemistry,  1st  Prize; 
Midwifery,  Hon.  Cert. ; 
Materia  Medica,  Prize. 

1844.  Medicine,  Hon.  Cert. ; 
Physiology  and  Anatomy,Hon.Cert. 

1845.  Clinical  Surgical  Reports,  Medal. 

Davies  (D.  S.),  Bristol. 
1875-6.  Physical    Society's    1st    Year's 
Prize. 

Day  (W.  H.),  Norwich. 

1844.   Surgery,  Prize ; 

Physical    Society's    Essay,    Hon. 

Cert. ; 
Dresser's  Clinical  Surgery,  Prize. 

De.\R  (P.  J.),  Sutton. 

w  1890-91.  Ranks  as  First  Scholar  inNatural 

Science. 

Deck  (J.  F.),  Nelson,  New  Zealand. 

1860.  1st  Year  Student,  1st  Col!.  Prize. 

1861.  2nd  Year  Student,  1st  Coll.  Prize; 
Physical  Society's  Prize. 

1862.  3rd  Y'ear  Student,  1st  Coll.  Prize ; 
Physical  Society's  Prize ; 
Cheselden  Medal ; 
Treasurers  Gold  Medal. 

*  Late  Member  of  Council  Royal  College 
of  Surgeons.  Consulting  Surgeon  to,  late 
Sprcial  Lecturer  on  Clinical  Surgery,  Lec- 
turer on  Practical  Surgery,  and  Assistant 
Demonstrator  of  Anatomy  at,  St.  Thomas's 
Hospital.  Late  Kximiner  in  Surgery, 
University  of  Durham. 


Di(;kerson  (S.IL),  Ilartest,  Suffulk. 

1853.   Pliysiolofxy,  Hun,  Cert.; 

Materia  Mrilicu,  Hun.  Cert.; 
Midwifery,  Hon.  Cert.  ; 
Modicine,  Hon.  Cert. 
DixoN  (E.  L.),  Preston,  Lancashire. 

1852.  1st  Year  .Student,  Scholarship ; 
Che  iiistry,  Hon.  Cert. 

1853.  2nd  Year  Student,  Scholarship ; 
Physiology,  Hon.  Cert. ; 
Materia  Medica,  Prize ; 
Descriptive  Anatomy,  Hon.  Cei  t. ; 
Midwifery,  Hon.  Cert. ; 

Botany,  Prize ; 
Medicine,  Hon.  Cert. 

1854.  3rd  Y'ear  Student,  Scholarship; 
Descriptive  Anatomy,  Hun.  Cert.; 
Practical  Chemistry,  Prize ; 
Physiology,  Hon.  Cert. 

Dixon  (W.  B.),  Dulwich. 

w  1890-91.  1st  Y'ear  .Student,  1st  Entrance 

Science  Scholarship. 
8  1891.  1st  Year  Student.  2nd  Coll.  Prize. 
DoBSON  (N.C.),t  Holbeacli,  Liucolu- 
sliire. 

1865.  1st  YeiiT  Student,  1st  Coll.  Prize. 

1866.  2nd  Year  Student,  1st  Coll.  Prize. 

1867.  3rd  Year  Student,  2nd  Cull.  Prize ; 
A  Prize  and   Hon.   Cert,  for  Pro- 
ficiency in  Suigery  and  Surgical 
Anatomy     at     tlie     Cheselden 
Medal  Examination ; 

Treasurer's  Gold  Medal. 
Drake  (A.  J.),  Kingsclere,  Hants. 

1870.  3rd  Year  Student,  1st  Coll.  Prize. 
Drake  (C.  H.),  Kingsclere,  Hants. 

1857.  Ist  Y'ear  Student,  Hon.  Cert. ; 

1858.  2nd     Y'ear     Student,     Treasurer's 

1  St  Prize ; 
Clinical  Medicine,  2nd  Prize. 

1859.  3rd  Y'ear  Student,  Hon.  Ct-rt. ; 
Surgery    and    .Surgical    Anatomy, 

Cheselden  Medal ;  [Medal. 

General    Proficiency,    Treasurer's 
Drake  (T.),  Kingsclere,  Hants. 

1858.  2nd     Y'ear    Student,     Treasurer's 

ist  Prize; 

1859.  2nd  Year  Student,  President's  Prize. 

1860.  3rd  Year,  1st  College  Prize ; 
Surgery    and    Surgical    Anatomy, 

Cheselden  Medal;  [Medal. 

General    Proficiency,    Treasurer's 
Drew  (G.  F.  A.),  Plymouth. 

1848.  Descriptive  and  Surg.  Anat.  Prize  ; 
Chemistry,  Hon.  Cert. ; 

Botany,  Prize; 

Comparative  Anatomy,  Hon.  Cert.; 
Practical  Chemistry,  Prize ; 
Gen.  Proficiency,  Hon.  Cert. 

1849.  Physiology,  2nd  Prize ; 
Midwifery,  Hon.  Cert. ; 
Descriptive  Anatomy,  Hon.  Cert.; 
Medicine,  Hon.  Cert. 

1850.  Physiology,  Prize ; 

Descriptive  Anatomy,  Hon.  Cert. ; 
Medicine,  Hon.  Cert. ; 
Surgery,  Hon.  Cert. 

Dukes  (C.),J  Dalston. 

1865.  1st  Y'ear  Student,  Hon.  Cert. 
1867.  3rd  Year  Student,  Hon.  Cert.; 

Prosector's  Prjze  and  Hon.  Cert. 

t  Surgeon  to  the  Bristol  General  Hospital 
and  Lecturer  on  Surgery  at  the  Bristol 
Medical  School. 

%  Physician  to  Rugby  School,  and  Senior 
Physician  to  Rugby  Hospital. 
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Dikes  (T.  A.),  Croydon. 

w  1888-9.  .lih  Yiar  stiideut,  Qualified  for 

Mead  Medal. 
DfNCAN  (H.),  London. 
w  1882-3.     l.«t  Y(  ar  Studint,  Ist  Entrance 
Science  Scholarsliip,  1st  Coll.  Pr'ze. 
w   1883-4.   2nd  Year  Student,  Prosector's 

Prize. 
DuNOAN  (W.),*  Manchester, 
w  1876-7.  1st  Year  Student,   The  AVilUam 

Tite  Scliolarsljip. 
8  1877.  1st  College  Prize. 
w  1877-8.  2nd  Year  Student,  The  Musgrove 
Scliolarsliip. 

2nii  Year  Pljyeical  Society's  Prize. 
8  1878.  1st  College  Prize. 
w  1878-9.  2ndTeiiure  Musgrove  Scholarship. 
Isi  College  i^ize ; 
3rd  Year  Physical  Society's  Prize ; 
Grainger  Testimonial  Prize. 
1880.  4th   Year  Student,  The  Cheselden 
Medal. 
The  Treasurer's  Medal, 
w  1881-2.  The  Solly  Medal  and  Prize. 
DuNMAN  (G.),  Caniberwell. 
1852.  Chemistry,  Hon.  Cert. 
1854.  Midwifery,  Hon.  Cert. 
Dyball  (B.),  Brixton, 
w  1891-92.  1st  YearMudent,  1st  Coll.  Prize. 
Dyek  (F.  J.),  Black-heath. 
1847.  Chemistry,  Prize; 

Materia  Jledica,  Hon.  Cert.; 
1849.  Physiology,  Hon.  Cert.; 
Midwifery,  2iid  Prize; 
Medicine,  Hon.  Cert. 

EccLES  (C.  H.),  Brigg. 
w  1884-5.  2nd  Year  Student,  1st  Coll. Prize. 
B  1885.  2nd  Y'ear  Student,  1st  Coll.  Prize. 
w  1885-6.  3rd  Year  Student,  1st  Coll.  Prize. 
s  1886.    3rd  Y>ar  Stud'  nt,  1st  College  Prize. 

Eddowes  (J.  H.),  Longhboro'. 

1843.  Physiology  andAnatomy.Hon.Cert. ; 

Chemistry,  Hon.  Cert.; 
Comparative  Anatomy,  Prize. 

1844.  Physiology    and    Anatomy,    Hon. 

Cert. ; 
Clinical    ]\Iedical    Reports,    Silver 
Medal. 

1845.  Clinical  Medicine,  Prize. 
Eddowtcs  (W.  D.),  liougbboro'. 

1845.  Descriptive  and  Surgical  Anatomy, 
Prize. 

Edmonds  (S,),  St.  Helen's,  Lanca- 
shire. 

1852.  Chemistry,  Hon.  Cert. 

1853.  Midwifery,  Hon.  Cert.; 
Medicine.  Hon.  Cert. ; 
Surgery,  H  on.  Cert. 

1854.  Surgery  and    Surgical     Anatomy, 

Hon.  Ct-rt. ; 
Clinical  Medicine,  Treas.  Prize; 
Clinical  Medicine,  Pres.  Prize. 

1855.  Surgical  Kcports,  Pres.  Prize  ; 
Clinical  Medicine,  Dr.  Roots'  Prize. 

Edwards  (S.  ),  Littlehampton. 
1855.  Mi.lwifery,  Hon.  Cert. 

Edwards  (V.),  Woodbridge,  Suffolk. 

18 J  3.  Surgery,  Prize. 

*  Obstetric  Physician  to,  and  L"cturer  (n 
Ob>tetiic  Medicine  and  Practical  Midwifery 
at.  Middlesex  Ho.spital.  Obstetric  Phvsiciaa 
Royal  Hospital  for  Women  and  Childr.n. 
Examiner  in  Midwifery,  Examining  Board 
111  England. 


Elborough  (r.  J.),  Heme  Bay. 

1845.  Chemistry,  Hon.  Cert. 

1847.  Medicine,  Hon.  Cert. ; 

Midwifery,  Prize. 

1843.  Medicine,  Hon.  Cert.; 
Surgery,  Hon.  Cert.  ; 
Surgical  Reports,  Pres.  Prize. 

Ellis  (J.),  Portsea,  Hants. 

1857.  Clitucal  Assistant  (Medicine),  Hon. 
Cert. 

Elwin  fC.  J.),  London. 

1855.  Practical  Jlidwifery,  Prize. 
Evans  (C.  W.  de  Lacey),  Bangor. 
w  1876-7.  3rd  Ye  ir  Student,  The  Solly  Wze 
and  Hon.  Cert. 

Fairhank  (J.),  Islington. 

1865.  IS'  Year  Student,  Hon.  Cert. 

1866.  2nd  Year  Student,  Prosec.  Prize. 

Farrant  (S.),  Cnllunipton,  Devon. 

1859.  2iid  Year  Student,  Hon.  Cert. 

1860.  3rd  Year  Student,  Hon.  Cert. 

Faulkner  (R.),  Caniberwell. 

1844.  Hotaiiy,  Prize; 

Cliniciil  Ml  dical  Reports,  Hon.  Cert. 

Fawssett  (F.),  Surbilon. 

w  loo3-4.  Ut  Y'ear  Student,  2nd  Entrance 
Science  .Scholarship.  The 
William  Tite  Scholarship. 

s  1S84.  Ist  Year  Student,  1st  Coll.  Prize. 

w  1884-5.  2nd  Year  Student,  The  Mus- 
grove Scholarship. 

w  1885-6.  3rd  Year  Siud-nt,  2nd  tenure  of 
Musgrove  Scholarship,  with 
3rd  College  Prize. 

\v  1886-7.  4th  Year  Student.  The  Cheselden 
Medal.  T^easurer'^  Gold  Medal. 

Fell  (W.),  Kensington. 

w  1878-9.  2nd  Year  Student,  Prosector's 
Prize. 

Fenton  (H.  a.  H.),  "Westminster. 

w  1875-6.  Lst  Entrance  Science  Scholarship. 
s  1.S76.  1st  Year  Student,  1st  College  Prize. 

Fernie  (A.),  Yfldon,  Beds. 
1853.  Physiology,  Hon.  Cert.; 
Surgery,  Hon.  Cert. 

Fehnie  (W.  T.),  Yeldon,  Beds. 

1!:52.  Practical  Midwilery,  Prize; 

Midwiferj',  Hon.  Cert. 

Fisher  (J.  H.),  Exeter. 

w  1887-8.  1st  Yt-ar  Student,  The  Will'am 

Tite  scholarship, 
e  1888.  1ft  Ye.ir  Student,  1st  Coll.  Prize, 
w  1888-9.  2nd  Year  Student,  The  Musgrove 

Scholarship. 
w  1889-90.  3rd  Year  Student,  2nd  tenure 

of  JIusgrove  Scholarship,  with 

1st  College  Prize. 
s  1890.  3rd  Y^ear  Studi  nt,  1st  College  Prizp. 
w   1890-91.  4th  Year  Student,  qualified  fur 
the  Cheselden  Aledal. 
Treasurer's  Gold  Medal. 

Fisher  (T.),  St.  IMichael's. 

8  1872.   1st  Year  Student,  Hon.  Cert, 
s  1873.  2nd  Year  Student,  2nd  College  Prize, 
w  1874.  2nd  Year  Student,  3rd  College  Prize, 
w  1875.  3rd    Year    Student,    Surgery    and 

Surgical    Anatomy,    Prize,    and 

Cert,  of  Hon. 

Ford  (G.  W.),  Cape  of  Good  Hope. 

w.  1880-81.  3rd  Year  Student,  Probector's 
i'rize. 
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Fowler  (J.  T.),  Wintortou,  Liucolu. 

1854.  Chemistry,  Hon.  Ctrt. 
1S55.  Botany,  Hon.  Cert. 

Fowler  (J.),  Wintortou,  Lincoln. 
1859.  1st  YcAV  Student,  Hon.  Cort. 
18G0.  2ik1  Year  S  udent,  2nd  College  Prize. 
1S61.  3rd  Year  Student,  2nd  College  Prize. 

Freeman  (D.),  Kenniiig^ton. 

1^59.  Clinkal  Medicine,  Prize. 

Freeman  (A.  J.),  Southsea,  Hants. 

1865.  3rd  Year  Student,  Hon.  Cert. 
FiLTON (J.  A.),  Stockwell. 

1852.  Hotany,  Hon.  Cert. 

1853.  Practical  Chemistry,  Prize. 

FoRNivAL  'F.  H.),  Xottiugham. 

w  1878-9.  Isl  Year  Student ; 

The  Wm.  Tite  Scholarship. 

Gardner  (E.  B.),  Loudon. 

1858.  Matricul.ition     Examination— Clas- 
sics and  Mathematics,  Prize. 

Garton  (W.),  St.  Heller's. 

1870.  2nd  Y'ear  Student,  2nd  College  Prize. 
Physical  Society's  2nd  Year's  Prize, 

1871.  Physical  Society's  3rd  Year's  Prize. 
Genge  (G.  G.),  Croydon. 

w  1890-91.  1st  Yea' Student,  1st  Coll. Prize, 
.s  isiil.  1st  Year  Stulent,  1st  Col  e-  e  Prize, 
w  189 1-92.     2nd   Year  Student,  The  Pea- 

coclc  Scholarship. 
Gforge  (C.  F.),  Kirton-on-Lindsay. 

1855.  Midwifery.  Hon.  Cert. 

1856.  2nd  Year  Student,  Dr.  Roots'  Prize. 

1857.  3rd  Y''ear  Student,  Hon.  Cert. ; 
Surgery    and    Surgical    Anatomy, 

Cheselden  Medal. 
Gervis  (F.  H.),  Tiverton. 

1»61.  1st  Y'ear  Matriculation  Scholarship. 
— College  Prize,  2nd  Coll.  Prize. 

1862.  2nd  Y'ear  Student,  1st  College  Prize. 

1863.  3rd  Y^ear  .Student,  Hon.   Cert,  and 

Physical  Society's  Prize. 

Geryis  ^F.'H.),  Haverstock  Hill. 

w  l«91-92.  1st  Y'ear  Stu  ent,  2nd  Entrance 

Science  Scholarsldp. 
Gervis  (H.  ,*  Tiverton. 

1856.  1st  Y'ear  Student,  Trea.  1st  Prize; 
Matriculation   Examination,   Phy- 
sics, &c.,  Prize. 

1857.  2nd  Year  .Student,  Pres.  Prize ; 
Physical  Society's  Essay,  Prize. 

1858.  Clinical  Assistant  (Medicine),  2nd 

Prize ; 
Physical  Society's  Essay,  Prize ; 
General    ProSciency,    "Treasurer'a 
Medal. 
Giles  (F.  W.),  Henley-on-Thames, 
w  1875-6.  3rd  Year  Student,  Hon.  Cert, 
Glmblett  (J.),  Taunton. 

i860.  1st  Year  Student,  Hon.  Cert. 
GniLETTE  (G.  H.  D.).  Southsea. 

s  1874.  1st  Y't^ar  Student.  Hon.  Cert. 
w  1875-6    3rd  Y'ear  Student.  Hon.  Cert, 
w  1876-7.  Physical    Society's    3rd    Year's 
Prize. 

*  Consulti'.g  Obstetric  Physician  to  St. 
Thomas's  Hospital,  and  to  the  Ro\al 
Mat  -rnity  Charity.  Late  Examiner  in  Obste- 
tric Medicine  at  the  University  of  Cambridge 
and  the  Royal  College  of  Physicians.  Late 
Lecturer  on  Midwifery  and  Diseas'^s  of 
Women  and  Children  at  St.  Thomas's 
Hospital. 


Glover  (J.  P.),  Lansdowne  Road, 
w  1881-2.  3id  Year  .Student,  3rd  Coll.  I'rize. 

GoDDARD  (E.),  London. 

I860.  Matriculation    Kxamination,    Clas- 
sics, &c..  Prize. 

GoDDARD  (L.),  Loudon. 

1856   Mairicuiatiou    Examination,    Clas- 
sics and  Mathematics,  Prize. 

Godfrey  (A.  E.),  Northampton, 
e  1883.    2nd  Year  Student,  2nd  Coil.  Prize. 
w  1883-4.  3rd  Y'ear  Student,  2nd  Coll.  I'riz-. 

GooDDY  (E.  S.),  Hampstead. 

w  1S82-3.  2nd  Year  Student,  3rd  C  II  Prize. 

8  1883.     2nd  Year  Student,  1st  Coll.  Prize. 

Gowlant)  (W.),  London. 

1845.  Botany,  Hon.  Cert. 

Grabham  (C),  Islington. 

1857.  Matriculation  Examination,  Modern 
Languases,  Prize. 

Gkabham  (G.  W.),t  Islington. 
1855.  Matriculation   Examination,  Scho- 
larship ; 
Midwifery,  Hon.  Cert. ; 
Materia  Medica,  Hon.  Cert. 
Grabham  'J.),  Rochford,  Essex. 
1848.  Descriptive  and  Surgical  Auatomy, 
Hon.  Cert. ; 
Chemistry,  Hon.  Cert. ; 
Botany,  Hon.  Cert. ; 
Comparative  Anatomy,  Prize 

1850.  Pliysiology,  Hon.  Cert. 

1851.  Physiology,  Hon.  Ctrt.; 
Descriptive  Anatomy,  Hon.  Cert. ; 
Forensic  Medicine,  Prize ; 
Surgery,  Prize ; 

Midwifery,  Hon.  Cert. 

Grabham  (M.  C),  Islington. 

1860.  2nd  Y'ear  Stud-nt,  Hon.  Cert. 

1861.  3rd  Y'ear  Student,  Hon.  Cert. 

Greaves  (C.  A.  ,  Derby. 

1861.  Jst  Year  .Student,  Treasurer's  Prize; 
Matriculation   Examination.    Hon. 

Cert. 

1862.  2nd  Year  Student,  2nd  College  Prize; 
Physical  Society's  I'rize. 

1863.  3rd  Y'ear  Student,  1st  College  Prize; 

Physical  Society's  Prize ; 
Cheselden  iledal. 

Green  (C.  D.),  New  Cross. 

w  1879-80.  1st  Y'ear  Student,  The  Wm.  Tite 

Scholarship, 
s  1880.     3rd  College  Prize, 
w  1880-81.     1st  College  Prize. 
s  1832.  1st  Coll.  Prize. 
w  1882-3.  4th  Y'ear  Student,  qualified  for 

Treasurer's  Gold  Medal. 
Green  (J.  T.),  Peckham,  Surrey. 
1865.  1st  Year  Student,  Physical  Society's 

Green  (M.  H.),  Peckham. 

s  1873.  1st  Y'ear  Student,  2nd  College  Prize. 

Grose  (S.),  Boston,  Lincoln. 

1858.  2nd  Year  Student,  Hon.  Cert. 

1859.  Physical  Society's  Essay  Prize. 

t  Late  Government  Inspector  of  Lunatic 
Asylums  and  Hospitals,  New  Zealaud. 
Late  Resident  Medical  Superintendent  at 
tavlswood  Asvlum. 
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Griffiths  (A.  L.),  London. 

1859.  Midwifery,  Hon.  Cert. 

Gulliver  (G.),*  Canterbury, 
w  1876-7.  Pbysical  Society's  2ud  "i  ear's  Prize. 
GuRNEY  (R.  A.F.),  Rampton,  Cam- 
bridge. 

1851.  Practical  Midwifery,  Prize. 
Hague  (S.),t  Camberwell. 

1863.  lit  Year  Student,  2nd  Coll.  Prize. 
Haig-Brown  (C.  W.),  Godalming. 

B  1878.  1st  Year  Student,  2nd  Colli  ge  Prize; 
w  1878-9.  2Qd  Y'ear  Student,  2nd  College 
w  1880-81.     The  Cheseldeu  Medal.     [Piize. 

Hainwortu  (E.  M.),  Blackheath. 
w  1888-9.  1st  Year  Student,   Itt  Entrance 

Science  Scholarship, 
s  18f9.  1st  Year  Student,  2nd  College  Prize. 
w  1890-91,  3rd  Year  Student,  1st  Coll. Prize, 
s  1891.  3rd  Y'ear  Student,  1st  Coll.  I'rize. 
HAJorenTON  (E.),  Eiland,  York. 

1857.  1st  Y'eur  Student,  Hon.  Cert. 

Hammond  J. H.), Bridlington,  York. 

1850    Medical  Cases,  President's  Prize. 

Harcouut  (J.  C  )  South  Woodford, 
w  1S91-92.  1st  Y(ar  Student,  The  William 
Tite    ctjolarship. 

Hardixg  (J,  a.),  Bath. 

1859.  Clinical  Medicine,  2nd  Prize. 

1860.  Clinical   Assistant  (Medicine),  Ist 

Prize. 
Harper  (R.),  Brighton. 

1844.  Clinical  Surgical  Keports,  Hon.  Cert. 

1845.  Physical  Society's  Essay,  Prize  ; 

Dresser's  Clinical  Surgery,  Prize. 
Harris  (J.  E.),  Lavender  Hill, 
w  1887-8.  1st  Y'ear  Student,  1st  EntraLce 
Science  ."-cholarship. 

Haslam  (W.  F.)4  Readiug. 
s   1876.  2nd  Y'ear  Student,  1st  College  Prize, 
w  1877-8.  The  Cheselden  Medal. 
Hatchett  (F.  W.),  S.  Wales, 
s  IsSO.  Ist  Year  Student,  1st  College  Prize. 
Hatton  (G.  S.),  Newent,  Glo'ster- 
sliire.  [Prize, 

w  1876-7.  2nd  Year  Student,  Prosector's 
Hawkins  (H.  P.).§   Hawkhurst. 

w  1882-3.  1st  Y'ear  .Student,  The  William 

Tite  Scholarship. 
w  1883-4.  2nd  Y'ear  Student.  The  Peacock 

Scholarship. 
w  1884-5.  3rd  Y'ear  Student,  2nd  tenure  of 
Peacock    Scholarship    and     1st 
Coll.  I'rize. 
w  1885-6.  4th  Y'ear  Student,  qualified  for 

Mead  Medal. 
Hatdos  (T.  H.),  Richmond,  Surrey. 
w  1889-90.  4  th  Y'ear  Student,  qualified  lor 

Cheselden  Medal. 

*  Late  Physician  to  London  Fever 
Hospital.  Late  Assistant  Physician  to,  and 
Lecturer  on  Comparative  Anatomy  at,  bt. 
Thomas's  Hospital. 

t  Late  Medical  Registrar  at  St.  Thomas's 
Hospital. 

+  Assistant  Surgeon  to  the  Birmingham 
General  Hospital ;  late  Demonstrator  of 
Anatomy  at  St.  Thomas's  Hospital. 

^  Assistant  Phjsician  to,  ami  Demon- 
ptrat  r  of  Morbid  Anatomy  at,  St.  Thomas's 
Hospital;  Radcliffe  Travelling  Fellow, 
Oxford,  1886. 


Heelis  (R.),  Carshaltou. 

s    1877.  1st  Y'ear  Student,  2nd  College  Prize 

s  1»7«.  2nd  Y'ear  Student,  2nd  Coll.  Prize. 

Heffernan  (H.  H.),  Southsea. 
w  1*83-4.  1st  Y'ear  Sti.det.t,  2nd  Coll.  Prize, 
w  1886-7.    4th  Y'ear  Student,  qualified  for 
Cheselden  Medal. 

Heighton  (T.),  Leicester. 

w  1873.  3rd  Year  Student,  Hon.  Cert. 

Hewlett  (T.  J.),  Harrow. 

1850.  Matriculation  Scholarship,  Prize. 

Heygate  (W.  N.),  Harslope,  Bucks. 

1863.  2nd  Year  Student,  Hon.  Cert. 

1864.  3rd  Y'ear  Student,  Hon.  Cert. 

Heywood  (C.  C),  Swinton,  Man- 
chester. 
s  1888.  3rd  Year  Student,  2nd  Coll.  Prize. 

Hicks    (J.  W.).  H  Highgate    New 
Town,  N. 
1859.  1st  Y'ear  Student,  Trea.'s  1st  Prize. 
1860   2nd  Y'ear  Student,  1st  College  Prize  ; 

Physical  Society's  Prize. 
1861.  3rd'  Y'ear  Student,  1st  College  Prize ; 
Physical  Society's  Prize; 
Cheselden  Medal; 
Tre;isurer's  Gold  ^ledal. 

HiGGiNS  (A.  H.),  Bermondsey. 
1857.   Midwifery,  Hon.  Cert. 

HiLDiTCH  (J.),  Sandbach,  Cheshire. 

1857.  1st  Y'ear  Student.  Hon.  Cert. 

1858.  Physical  .Society's  Essay,  Prize. 

1859.  Essay  on  Neuralgia,  Mr.  N.  Smith's 
Prize. 

HoBHOUSE  (E.),  Batcombe. 
w  1885-6.  3rd  Y'ear  Student,  2iid  Coll.  Prize, 
w  1886-7.  4th  Year  Student,  qualified  for 
the  Mead  Medal. 

Hodges  (H.  B.). 

1855.  Midwifery,  Hon.  Cert 
Hodges  (R.),  London. 

1843.   Phvsiology    and    Anatomy,    Hon. 
Cert. ; 
Medicine,  Hon.  Cert. ; 
Clinical  Medicine,  Hon.  Cert.; 
Surgical  Essay,  Silver  Medal. 

Ho  Kai,  Hong  Kong,  China. 

w  1875-6.  1st  Y'ear  Student,  Hon.  Cert. 

8  1876.  Hon.  C»-rt. 

w  1876-7.  2nd  Y'ear  Student,  Hon.  Cert. 

Hoi.BERTON  (H.  N.).  Hampton. 

w  1876-7.  2nd  Entrance  Si  ience  Scholarship, 

and  2nd  College  Prize, 
w   1877-8.    2nd  Y'ear    Student,    1st    Coll. 

Prize. 
Hooper  (J.  H.),  Uptou  Warren. 

1858.  1st  Y'ear  Student,  Hon.  Cert. 

1859.  2nd  Year  Student,  College  Prize. 
186U.  3rd  Y'ear  Student,  Hon.  Cert. 

HopTON  (A.  W.),  Stockwell. 

1851.  Descriptive  Anatomy,  Hon.  Cert. 

House  (F.  M.),  Chilbolton,  Hants, 
w  1886-7.  4th  Y'ear  Student,  qualified  for 
the  Mead  Medal. 

Howell  (T.),  London. 

1850.  Practical  Midwilery,  Prize. 

II  Late  Lecturer  on  Botany  at  St.Thomas'e. 
Hospital ;  late  Curator  of  the  Museum. 
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HrnnAUD  (J.  W.),  licicester. 
1847.  Clinical  Medical  Rcporis,  Prize; 
Medicine,  Prize ; 
Physiology   and    Anatomy,    Hon. 

Ct-rt. 
Physical    Society's    Essay,    Trea- 
surer's Prize. 
HuLBERT  (H.  H.).  Highworth. 
w  18S7-8.  4th  Year  Student,   qualified  for 
Cneselden  Medal. 

Hull  (W.  W.),  Actoa. 

w   1878-9.  2nd   Entrance  Science  Scholar- 

bhip. 
w  1881-2.  The  Mead  Medal. 

Hunt  (J.  A.).  Derby. 

w  1873.  l.-t  Year  Student,  Hon.  Cert. 
wl874.  I'n'Si-ctor's  Prize. 

HiNTEK(W.  F.),  Margate. 

1859.  1st  Year  Student,  Hon.  Cert. ; 
Matriculation      E.xaminaticn      in 

Classics  and  Matlieniatics,  Prize; 
Matriculation      E.xainination       in 
Modern  Languages,  Prize. 

1860.  2nd  Year  Student,  .^rd  Coll.  Prize. 

1861.  3rd  Y'ear  Student,  Hun.  Cert. 

HiRMAN  (H.  B.),  Briclgewater. 
1853.  Midwifery,  Hon.  Cert. 

HuTTON  (J.  S.),  Sevenoak.s. 

w  1881-2.  Em  ranee  Science  Scholarship. 

2nd  Coll.  Prize, 
s  1882.  Ist  Coll.  Prize, 
s  1884.  3rd  Y'ear  Student,  Half  1st  and  2nd 

Coll.  Prizes, 
w  1884-5.  4th  Year  Student,  qualified  for 

the  Mead  and  Treasurer's  Medals. 

Iles  (D.),  Fairford. 

1863.  2iid  Year  Student,  Hon.  Cert. 

1864.  3rd  Year  Student,  Hon.  Cert. 

Inglis  (W.  W.),*  Brixton  Hill. 

1864.  1st  Year  Student,  2nd  Coll.  Prize. 

1865.  2nd  Year  .Student.  2nd  Cull.  Prize. 

1866.  3rd  Year  Stu<)cnt,  3rd  Coll.  Prize 
Cheselden  Medal. 

Ives  (R.). 

1855.  Midwifery,  Hon.  Cert, 

Jackson  ^T.  C),  Eotherhithe. 

1844.  Materia  Medica,  Hon.  Cert. 

Jacob  (E.  H.),  Winchester. 
W1875-6.  Physical  Society's  3rd  Year's  Prize. 

Jacobsox  (T.  E.),  Sleaford,  Lincoln. 

1852.  Practical  Midwifery,  Prize. 

Jaffe  (C.  S  ),  Hyde  Park. 

w  1887-8.  Ist  Year  Student,  Half  2nd  Coll. 

Prize. 
w  1890-91.  4th  Y'ear  S'udent,  qualified  for 
the  Mead  Medal. 

James  (C.  H.),  Oudli,  India. 
w  1887-8.  Solly  Medal  and  Prize. 

Jaedine  (J.  L.\  Brixton. 

1848.  Physiology  and  Anatomy,  Hon.  Cert. 
1850.  Medical  Reports,  Dr.  Roots'  Prize. 

Jay  fM.),  Wallaroo,  South  Australia, 
w  1877-8.  Ist  Year  Student,  3rd  Coll.  Prize. 
w  1878-9.  2nd  Year  Student,  2nd  CoU.Prlze ; 
Prosector's  Prize. 

*  Late  Medical  Registrar  at  St.  Thomas's 
Hospital. 


Jefferson  (T.  J.),  Hull. 

1861.  2nd  Year  Student,  Hon.  Cert. 

1862.  3rd  Year  .Student,  Hon.  Cert. 

Johnson  (W.  G.\  Wandsworth. 

1853.  Chemistry,  Hon.  Cert. 

1854.  Midwifery,  Hon.  Cert. 

1855.  C"niparative  Anatomy,  Prize  ; 

Midwifery,  Hon.  Cert. 

Johnston  (G.  D.). 

w  1882-3.  4th  Year,  Cheselden  Medal. 
Jones  (S.),tCncklewood,  Middlesex. 

1851.  Matriculation  Scholarship,  Prize  ; 
Descriptive  Anatomy,  Hun.  Cert.  ; 
Chemistry,  Hon.  Cert. ; 

1st  Y'ear  .Student,  Scholarship. 

1852.  2nd  Year  Student,  Scholarship  ; 
Physiology,  Hon.  Cert. ; 
Descriptive  Anatomy,  Prize; 
Botany,  Hon.  Cert 

1853.  Physiology,  Hon.  Cert. ; 
Descriptive  Anatomy,  Hon.  Cert. ; 
3rd  Year  Student,  Scholarship ; 
Materia  Medica,  Hon.  Ceit. 

Jones  (Sydney  H.),  George  Street, 

Hanover  Square, 
w    1881-2.     1st    Year    Student,    Entrance 
Science  Scholarship.     The  Wm. 
Tite  Scholarship. 
W  1882-3. 2nd  Y'ear  Student,  Half  Mnsgrove 
Scholarship  and  1st  Coll.  Prize 
combined. 
Prosector's  Prize, 
w  1883-4.  3rd  Year  Student,  2nd  tenure  of 
Half    Musgrove    Scholarship, 
with  1st  College  Prize. 
8  1884.  3rd  Year  Student,  Half  1st  and  2nd 

Coll.  Prizes, 
w  1884-5.  4th  Year  Student,  The  Cheselden 
Medal. 
Treasurer's  Gold  Medal. 

Jones  fA.  O.),  Islington. 

1862.  1st  Year  Student,  Hon.  Cert. 
Jones  (A.  W.).  Godington,  Oxon. 

s  188'^.  3rd  Y'ear  Student,  1st  Coll    Prize, 
w  1888-9.  4th  Year  Student,  qualified  for 
Mead  Meddl. 

Jones  (J.),  Ilfracombe. 

1863.  Matriculation  Examination  — 
Modern    Languages    and    Modern 

History,  College  Prize. 

Jones  (W.  WansbroughjjJ   Leek. 

w  1877-8.  1st  Year  Student ; 

1st  Entrance  Science  Scholarship ; 

£60. 
The  William  Tite  .Scholarship, 
w  1877-8.  Isi  Year  I'hysical. Society's  Prize; 
8  187-'.  1st  Ye.ir  Student,  l^t  Coll.  Prize  ; 
w  1878-9.  2nd   Year  Student,  The  College 

SchoUrship ; 
B  1879.  2nd  Year  Student,  2nd  Coll.  Prize  ; 
w  1879-80.  3rd  Year  Student,  2nd  tenure  of 
Coll.  .Scholarship,  and  1st  Coll.  Prize, 
w  1880-81.     The  Mei,d  Medil ; 

Treasurer's  Gold  Medal. 

Joseph  (S.  W.  J.),  St.  Leonards. 
1873.  Physical  Society's  2nd  Year  Prize. 

f  Late  Member  of  Council,  Royal  College 
of  Surgeons.  Consulting  Surgeon  to  .St. 
Thomas's  Hospital;  late  Lecturer  on 
Surgery,  Anatomy  and  Ophthalmic  Surgery. 

I  Kadcliffe  Travelling  Fellow,  O-xfurd, 
1880.  Late  Resident  "Medical  Officer,  Barnes 
Convalescent  Hospital,  Manchester. 
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Keele  (J.  T.),  Bouth  Lambeth. 

1853.  Miitpria  M.dica,  Hon.  Cert.; 
Alidwifery,  Hon.  Cert. 
Kellock  (T.  H.),  Totnes. 
w  1889-90.  4t\i  Year  Studeni;  The  Chesel- 

dt-n  Medal. 
Kerakoose  (J.),  East  Indies. 

1S54.  Midwifery,  Hon.  Cert. 

Keywokth  (J.  W.),*  Aston,  Berks. 

1818.  Chemistry,  Hon.  Cert.; 
Materia  Medica,  Prize ; 
General  Proficiency,  Hon.  Cert. 

1849.  Physiology,  Hon.  Cert. ; 
Mi'dwi^ry,  3rd  Prize; 
Medicine,  Hon.  Cert.; 
Physical  Suciety's  Essay,  Prize. 

1850.  Physiology,  Hon.  Cert. ; 

( Accoucheur) Midwifery,Hon.  Cert.; 
Ophthalmic  Reports,  a  Governor's 

Prize ; 
Essay  on  Neuralgia,  Mr.  Newman 

Smith's  Prize. 

1851.  Comparative  Anatomy,  Prize; 
Clinical  Medicine,  Prize; 
Surgical  Reports,  Prize  ; 
Midwifery,  Prize; 

Medical  Reports,  Prize ; 

Pathology.  Prize; 

Physical  Society's  Essay,  Prize. 

KiDD  (H.  C),  Upper  Norwood. 
w  1881-2.  1st  Year  Student,  3rd  Coll.  Prize. 
w  1884-5.  4th  Year  Student,  qualified  for 
the  Mead  Medal. 

King  (A.),  Norwich, 
w  1886-7    ist  Year  Student,  1st  Coll.  Prize. 
8   1887.  1st  Year  Student,  1st  Coll.  Prize. 
B  1888.  2nd  Year  Student,  1st  Coll.  Prize. 
wl8-i8-9.  3rd  Year  Stud.nt,  3rd  C. 11.  Prize. 
8  1889.  3rd  Year  Student,  1st  Coll.  P.iz-. 
w  1889-90.  4th  Year  Student ;  Treasurer's 
Gold  Medal. 

KsAGGS  (R.  H.  E.),  Trinidad,  W. 

Indies, 
w  1875-6.  Prosector's  Prize. 
Lake  (W.  W.),  Ilford,  Essex. 

1b73.  Physic  il  Society's  1st  Year's  Prize. 

Lake  (R.),  Dover. 

w  1881-2.  2ud    Year  Student,    Prosector's 

Prize, 
w  1883-4.  4th  Year  Student,  qualified  for 

Cheselden  Medal. 

Lambert  (T.  W.),  Cottinghara. 

w  1888-9.  4th  Year  Student,  qualified  for 

Cheselden  Medal. 
Langley  (R.  J.),  Tilehurst,  Reading. 
w  1886-7.  4th  Year  Student,  qualified  for 

Cheselden  Medal. 
Lankester  (A.  C),  Leicester. 

w  1885-6.  isi  Year  Student,  1st  Coll.  Prize, 
w  1886-7.  2nd  Year  Student,  Half  1st  and 

2nd  College  Prizes, 
w  1888-9.  4th  Year  Student,  The  Cheselden 

Meiial. 
Lankester  (H.),  Poole,  Dorset. 

1850.  1st  Year  Student,  Scholarship  ; 
Descriptive  Anatomy,  1st  Prize; 
Chemistry,  Prize. 

1851.  Physiology,  Prize; 
Materia  Medica,  Prize ; 
Descriptive  Anatomy,  Hon  Cert. ; 

*  Late  Lecturer  on  Physiology  at  Syden- 
ham College,  IJirmiugham. 


Botany,  Hon.  Cert. ; 
Medicine,  Prize ; 
Pliy>lcal  Society's  Essay,  Prize  ; 
Surgery,  Hon.  Cert. 

1852.  3rd  Y'ear  Student,  Scholarship 
Physiology,  Hon.  Cert. ; 
Descriptive  Anatomy,  Hon.  Cert.; 
Medical  Cases,  President's  Prize ; 
Medicine,  Prize; 

Surgery,  Prize ; 

Surgery    and    Surgical    Anatomy 

Cheselden  Medal ; 
General     Proficiency,     Treasurer's 

Medal. 

1853.  Surgical  Essay,  President's  Prize. 

Lankester  (H.  H.),  Leicester. 

W.  1880-81.     Entrance  Science  .Scholarship. 

1st    Year  Student,  2ud    Coil. 
Prize, 
w  1881-2.  2nd  Year  Student,  The  College 

Scholarship  Two  \  ears. 

Latter  (0.),  Downham  Market, 
w  1S90-91.  4th  Year  Student,  The  Mead 

Medal. 
Layer  (H.) 

1855.  Midwifery,  Hon.  Cert. 
Layer  (A.  H.),  Rayleigh. 

1870.  1st  Year  .Student,  3rd  Coll.  Prize. 

1871.  2nd  Year  Student,  2nd  Coll.  Prize, 
w  1872.  3rd  Year  Student,  2nd  Coll.  Prize, 

Cheselden  Medal. 
Law  (R.  R.),  Heslington. 
w  1890-91.  4ihYear  Student,  qualified  for 

the  Cheselden  Medal. 
LAW.SON  (R.),  St.  Andrews,  N.B. 
W  1880-81.  ist  Entrance  Science  Scholarship. 
1st  Year  Student,  The  Wm.  Tite 
Scholarsh'p. 
g  1881.  2nd  Coll.  Prize, 
w  1881-2.  2nd  Year,  2nd  Coll.  Prize. 
w  1882-3.  3rd  Year.  2nd  Coll   Prize, 
w  1883-4.  4th  Year  Student,  The  Cheselden 
Medal ; 

Treasurer's  Gold  Medal. 
Laxton  (T.  L.),  Stamford. 
W1S76-7.  2nd  Year  Student,  Prosector's  Prize. 
Ledger  (M.),  Londun. 

1845.  Dressei's  Clinical  Surgery,  Prize. 
Lees  (J.),t  Wolverliampton. 
1859.  l^t  Year  Student,  Hon.  Cert. ; 
1861.  3rd  Year  Student,  Hi>n.  Cert. ; 
Physicil  Society's  Prize. 
Leeson  (T.),  Snaith,  York. 

1847.  Medicine,  H«'n.  Cert.; 
Surgery,  Prize ; 

Phy.-iology    and    Anatomy,    Hon. 

Cert.; 
Descriptive  and  Surgical  Anatomy 

Hon.  Cert.  ; 
Midwifery,  Hon.  Cert. 

1848.  Descriptive  and  Surgical  Anatomy, 

Hon.  Cert.; 
Physiology    and    Anatomy,    Hon. 

Cert. ; 
Medicine,  Hon.  Cert.  ; 
Midwifery,  Prize. 

liE  Gros  (J.),  Jersey. 

1844.  Medicine,  Hon.  Cert. ; 
Midwifery,  1st  Prize. 

1845.  Clinical  Medical  Reports,  Medal; 
Medicine,  Hon.  Cert. ; 
Dresser's  Clinical  Surgery,  Prize. 

+  Late  Demonstrator  of  Morbid  Anatomy 
at  St.  Thomas's  Hospital. 
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Lerew  (F.  W.),  M  lida  Vale. 

s  1876.  1st  Year  Student,  Hon.  Cert. 

LiTTEL,ionN     (S.     G.),    Falmouth, 
Jamaica. 
1865.   1st  Year  Student,  Hon.  Cert. 
LococK  (H.  S.),  Blackbeath. 

1848.  Uescriplivo  and  Surgical  Anatomy, 

Hon.  Cert.  ; 
Physiology    and    Anatomy,    Hon. 

Cert. ; 
Midwifery,  Hon.  Cert. 
1319.  Pli3'siology,  Hon.  Cert. 

Longstaff(G.  B.),  Wandsworth, 
w  1873-4.  1st  Year  Student,  2nd  Coll.  Prize, 
s  1874.     1st  Cull.  Prize; 

Pliysical  .Society's  1st  Year's  Prize ; 
8  1S75.  2nd" Year  Student,  2nd  Coll.  Prize. 
w  1875-6.  3rd  Year  Student,  1st  Coll.  Prize, 
w  1876-7.  4tli  Year  Student,  Mead  Medal. 

LovELi.  (C.  P.),  Hyde  Park. 

w  1886-7.  1st  Year  Student,  1st   Entrance 

Science  Scholarship. 
w  1887-8.  2nd  Year  Student,  The  Peacocli 

Scholarship. 
w  18SS-9.  3rd  Year  Student,  Second  Tenure 
of  Peacock  Scliolarship. 

LuARD  (H.  B.),  Aveley,  Essex. 

6   1886.     3rd  Year  Student,  2nd  Coll.  Prize. 
w  1886-7.  4th  Year  Student,  qualified  for 

the  Mead  Medal. 
Lush  (W.  H.),  Devizes. 
W1872.     2nd     Year    Student,    Prosector's 

Prize. 
LtrsH  (J.  S.),  West  Lavington. 
6  1873.     1st  Year  Student,  3rd  CdlL  Prize. 
Macevoy  (H.  J.),  Chantilly. 

w  1884-5.  3rd  Year  Student,  Half  2nd  and 

3rd  College  Prizes. 
B  1885.  3rd  Year  ,'^tudent,  Half  1st  and  2nd 

Coll.  Prizes. 
w  1885-6.  4th  Year  Student,  Bronze  Mead 

Medal. 
Mackenzie(H.  W.G.),*  Edinburgh, 
w  1882-3.  3rd  Year  Student,  3rd  Coll.  Prize. 
6  1883.    3rd  Year  Student,  1st  Coll.  Prizp. 
w  1883-4.  4th   Year    Student,    The    Mead 

.Medal. 
Macmurdo    (H.   H.),  New    Broad 
Street. 
1847.  Chemistry,  Hon.  Cert. 

1849.  Midwifery,  Hon.  Cert. 

Manby  (W.  G.),  Barking,  Essex. 

1851.  Descriptive  Anatomy,  Hon.  Cert. 
March  (H.  C),  Newbury. 

1858.  1st  Year  Student,  Treasurer's  2nd 

Prize. 

1859.  2nd  Year  Student,  Hon.  Cert. 

1860.  3rd  Year  Student,  Hon.  Cert. 
Martin  (C.  J.),  Dalston. 

w  1884-5.  1st  Year  Student,  2nd  Entrance 

Scholarship. 
Mason  (M.  T.),  Newington. 
1845.  Practical  Midwifery,  Hon.  Cert. 

Maybury  (A.  C),  Frimley,  Surrey. 
1865.  3rd  Year  Student,  Hon.  Cert. 

Maybury  (W.  A.),  Frimley,  Surrey. 
1867.  1st  Year  Student,  3rd  College  Prize. 

*  Assistant  Physician  to  the  Royal  Free 
Hospital  and  to  the  Hospital  for  Consump- 
tion, Brompton  ;  jSIedical  Registrar  at,  late 
Resident  Assistant  Physician  to,  St. 
Thomas's  Hospital. 


Maybury  (H.  M.),  Frimley,  Surrey. 

l.sGl).  1st  Year  Student,  2nd  Coll.  Prize. 
1871.  3rd  Year  Student,  3rd  Coll.  Prize. 

BIaybury  (A.  v.),  Frimley. 

l.s7o.  isl  Year  .Student,  2nd  Coll.  Prize. 

1871.  2nd  Year  Student,  1st  Coll.  Prize. 

w  1872.  3rd  Year  Student,  1st  Coll.  Prize; 

Treasurer's  <Told  Medal. 

IVIayxari)  (J.  0.  M.) 

18.55.  Midwifery,  Hon.  Cert. 
Meadows  (H.),  Leicester. 

1867.  1st    Year    Student,   The    William 

Tite  Scholarship; 
Phys.  Soc.  1st  Year's  Prize. 

1868.  2nd  Year,  Tite  .Scholarship; 
Pliys.  Soc.  2nd  Year's  Prize. 

Millar  (W.  H.),  Brixton  Hill. 

w  18M8-9.  3rd  Year  Student.  2nd  C  11.  Prize. 
8    1 889.  3rd  Year  Student,  2nd  C>.11.  Prize. 
Miller  (B.),  London. 
1845.  Midwifery,  Hon.  Cert. ; 

Practical  Midwifery,  Prize; 

Clinical  Med  cine.  Prize. 
Milne  (C.  W.),  Aberdeen. 

1865.  1st  Year  Student,  Hon.  Cert. 

Milton  (A.  R  O.),  Brighton. 

w  1891-92.   4th   Year  Student,  Toe  Mead 

Mrdal. 
MisKiN  (E.),  Lambeth. 
s  1890.     2nd  Year  Student,  1st  Coll.  Prize. 
MiSKiN  (L.  J.),  Lambeth, 
w  1889-90. 1st  Year  Student,  ■Jnd<"'oll.  Prize, 
w  1890-91.  2nd  Yea'-  Student,  Half  1st  and 

2nd  Coll.  Prizes. 
s  1891.  2nd  Year  Student,  Ist  Coll.  Prize. 
Mitchell  (J.),  I,eicester. 

1866.  1st  Year  Student,  2nd  Coll.  Prize  ; 
Phys.  Society's  1st  Year's  Prize. 

1867.  2iid  Year  Student,  2nd  Coll.  Prize. 

1868.  3rd  Year  Student.  2nd  Coll.  Prize. 
Money  (F.  J.),  Offham,  Kent. 

1849.  Descriptive  Anatomy,  2nd  Prize; 
Chemistry.  Prize ; 

Materia  ^ledica.  1st  Prize  ; 
Matriculation  Scholarship,  Prize ; 
1st  Year  Student  Scholarship. 

1850.  Physiology,  Prize  ; 
Comparative  Anatomy,  Prize ; 
Descriptive  Anatomy,  Prize; 
Medicine,  Prize ; 

Surgery,  Hon.  Cert. 

1851.  Descriptive  Anatomy,  Hon.  Cert. ; 
Midwifery,  Prize ; 

Medicine,  Prize  ; 

Physical  Society's  Essay,  Prize ; 

Surgery,  Prize ; 

Surgery  and    Surgical    Anatomy, 

Cheselden  Medal ; 
General    Proficiency,    Treasurer's 
Gold  Medal. 
Montague  (A.  J.  H.),  Wandsworth 

Eoad. 
w  1884-5.  4th  Year  Student,  qualified  for 

the  Mead  Medal. 
Moreton  (J.  E.),  Marton,  Cheshire. 

1850.  1st  Year  Stuilent,  Scholarship; 
Descriptive  Anatomy,  Hon.  Cert.; 
Chemistry,  Hon.  Cert. 

1851.  Materia  Medica,  Hon.  Cert. ; 
Botany,  Hon.  Cert. ; 

1852.  Physiology,  Prize ; 
Descriptive  Anatomy,  Prixe ; 
Physical  Society's  Essay,  Prize; 
Medicine,  Prize ; 

Surgery,  Prize ; 

2nd  Year  Student,  Scholarship, 
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1853.  3rd  Year  Student.  Scholarship ; 
Physiology,  Prize ; 

Clinical  Medicine,  Pres.  Prize; 
Clinical  Medicine,  Treas.  Prize ; 
Clinical  Medicine,  Mr.  N.  Smith's 

Prize ; 
Descrijitive  Anatomy,  Hon.  Cert. ; 
Jlidwifery,  Hon.  Cert.  ; 
Ophthalmic  Surgery,  Prize ; 
Medicine,  Prize; 
Forensic  Medicine,  Hon.  Cert. ; 
Surgery,  Hon.  Cert.  ; 
Surgery   and    Surgical   Anatomy, 

Ches'elden  Medal ; 
Gen.  Proticinnc}',  Treas.  Medal. 
1854.  Clinical  Med.,  L>r.  Roots'  IMze  ; 
Pathology,  Hon.  Cert. 

MoRETON  (T.),  Marton,  Cheshire. 

1857.  1st  Year  Student,  Treasurer's  2nd 

Prize ; 
Matriculation    Examination,  Clas- 
sics and  JIathematics,  Prize. 

1858.  Clinical  Medicine,  Prize. 

1859.  3rd  Year  Student,  Hon.  Cert.; 
Clinical  Medicine,  Hon.  Cert. 

Morgan  (S.),  London. 

1852.  liescriptive  Anatomy,  Hon.  Cert. 
J853.  Midwifery,  Hon.  Cert. 

1854.  Midwilery,  Hnn.  Cert. ; 
Forensic  Medicine,  2nd  Prize. 

Morris  (C.  K.),  Spalding,  Lincoln- 
shire. 

w  1875.  Prosector's  Prize. 

Morton  (J.),  Holbeach,  Lincoln. 

1861.  l^t  Year  Student,  Hon.  Cert. 

1882.  2nd  Year  Student,  Hon.  Cert. 

1863.  3rd  Year  Student.  Hon.  Cert. 

MoxoN  (H.  M.),  Brigsham. 

1871.     Prosector's  Prize. 
MrssoN  (A.  W.),  Clitheroe. 
w  1888-9.  4th   Year  Student,  qualified  for 

Mead  Medal. 
MussoN  (W.  E.),  Birkholme,  Lin- 
coln. 

1850.  Matriculation  Scholarship,  Prize ; 
Descriptive  Anatomy,  Hon.  Cert. 

1851.  Pbysiolopy,  Hon.  Cert.; 
Comparative  Anatomy,  Hon.  Cert. ; 
Medicine,  Hon.  Cert. 

Kewby  (C.  H.),'*  London. 
1870.     Prosector's  Prize. 

Newsholme  (A.),  Bradford. 

w  1875-6.  1st  Year  Student,  1st  Coll.  Prize. 

■w  1876-7.  2nd  Year    Student,  1st    College 

Scholarship. 
B  1877.  Ditto  ■  1st  Coll.  Prize. 

\v  1877-8.  3rd  Year  Student,  The  "College 

Scholarship,"  1st  Coll.  Prize. 
Newth     (A.      H.),     Kennington, 
Surrey. 

1865.  1st  Year  Student,  Hon.  Cert. 

NiCHOL  (F.  E.),  Boupell  Park, 
w  18t4-5.  4th  Year  Student,  ciualihed  for 
the  Chescldeu  IMedal. 

NicHOL  (R.),  Cauiberwell. 

1844.  Chemistry,  1st  Prize; 
Materia  Medica,  Prize. 

1845.  Phvsiology  and    Anatomy,    Hon. 

Cert. ; 
Botany,  Prize ; 
Comparative  Anatomy,  Prize. 

•  Late  Surgical  Registrar  at  St.  Thomas's 
Hospital. 


Nicholson  (F.  W.),  Putney. 

s  1^77.  1st  Year  Student,  3rd  Coll.  Prize, 
w  1877-8.   2nd    Year    Student,    Prosector's 
Prize. 

Nicholson  (J.  F.),t  Brigg.  Lincoln. 

w  1«73.  l.*t  Year  Student,  1st  Coll.  Prize. 
s  1873.    1st  Year  Student,  IstOdl.  Prize. 
«•  1>74.  2nd  Year  Student,  1st  Cull.  Prize. 
s  1>'74.     Ditto  1st  Coll.  Prize, 

w  1875.  3rd  Year  Student,  1st  Coll.  Pri»e; 

Cheselden  Medal ; 

Mead  Medal ; 

Treasurer's  Gold  Medal. 

Nicholson  (T.  G.),  Norwich. 

•w  1889-90.  1st  Year  Student,  1st  Kntrai  cs 

Science  Scholarship. 
Nix  (H.  W.),  Somershara. 
w  1888-9.  4th   Year  Student,  qualified  for 
Cheselden  Medal. 

O'Callaghan  (C),  Eillaroey. 

1847.  Chemistry,  Hon.  Cert.; 

Jlateria  Medica,  Prize. 

1848.  Medical  Reports,  President's  Prfze; 
Ptiysiology  and  Anat.,  Hon.  Cert. 
Midwifery,  Hon.  Cert. ; 
Practical  Midwifery,  Prize; 
Forensic  Medicine,  Prize ; 
Physical  Society's  Essay,  Prize. 

1849.  Physical     Society's    Essay,    Trea- 

surer's Prize ; 
Resident      Accoucheur's     Report, 
Prize. 
Orange  (W.),J  Torquay. 

1854.  Midwifery,  Hon.  Cert. 
1856.  Midwifery,  Hon.  Cert. 

Ord  (G.  R.),  Brixton. 

1858.   Midwifery,  Hon.  Cert. 

Oi!D  (W.  M.),§  Brixton. 

1x53.  Matriculation  Exam.  Scholarship; 
1st  Vear  Student,  Scholarship; 
Descriptive  Anatomy,  Prize; 
Chemistry,  Prize. 

1854.  2nd  Year  Student,  Scholar^hip ; 

Medicine,  Prize; 
Materia  Medica,  Prize ; 
Descriptive  Anatomy,  Hon.  Cert.; 
Midwifer\',  Hon.  Cert. ; 
Surgery,  Hon.  Cert. ; 
Physiology,  Prize. 

1855.  3rd  Year  Student,  Scholarship  ; 
Surgery    and    Surgical    Anatomy, 

Cheselden  Meital : 
Forensic  Medicine,  Prize ; 
Pathology,  Prize; 
Practical  Chemistry,  Prize ; 
Medicine,  Hon.  Cert. ; 
Descriptive  Anatomy,  Hon.  Cert. ; 
Physiolt^',  Prize ; 
General    Proficiency,    Treasurer's 

Medal. 

1856.  Registrar,  Prize. 

Ord  (W.  W.),  Brook  Street. 

s  18S4.  1st  Year  Student,  2nd  Coll.  Prize. 

w  1884-5.  2nd  Year  Student,  Half  2nd  Coll. 

Prize, 
w  1886-7.     4th  Year  Student,  Mead  Medal. 

f  Physician  to  the  Hull  General  In- 
firmary. 

J  Late  Resident  Medical  Superinteudent 
at  Broadmoor  Asylum. 

^  Physician  to,  and  Joint  Lecturer  on 
Medicine  at,  St.  Thomas's  Hospital.  Late 
Lecturer  on  Comparative  Anatomy,  Phy- 
sioluiiy,  and  Practical  I'hy.^iolopy. 


Orton  (K.  J.  P.),  T  ftecster. 

w  1S90-91.  1st  Ycarbtudeut,  The  \Vm.  Tite 

Scholarship. 
OsBORy  (S.),*  Brixton. 

1870.  Physical  Society's  2nd  Years  Pri7«. 
OcGHTOK  (T.),  London. 

1858.  Clinical  Medical  A^sistant,  1st  Prize. 
OzAXXE  (C.  H.),  Guernsey. 

1844.  I  tescriptive  and  Surgical  Anatimy, 
Prize. 
OzANNE   J.),  Guernsey. 

1843.  Physiology  and  Anatomy,  Chesel- 

deu  Medal ; 
Comparative  Anatomy,  Hon.  Cert. 

1844.  Medicine,  Prize ; 
Midwifery,  2nd  Prize; 
Surgery,  Hon.  Cert. ; 
Physical  Society's  Essay,  Prize; 
Clinical    Surgical    Reports,  Silver 

Medal. 

Page  (W.  H.),  Cheltenham. 

s  1872.  1st  Year  S:udent,  Hon.  Cert. 
w  1873.  3rd  Gill.  Prize. 

Palmer  (M.  H.  C),  Newbury,  Berks. 

1870.  Physical  Socifty's  2nd  Year's  Prizo. 
1872.  Phy^ica^  Society's  3rd  Year's  Prize. 
P.\RSOXs"(F.  G.).  Lee,  Kent. 

w  1882-3.  2nd  Year,  Prosector's  Prize. 

w  1888-7.  6th  Year,  Grainger  Testimonial 

Prize. 
Patersox   (W.  H.  J.),  Shepherd's 

Bu;=h. 
\v  1S90-'J1. 1st  Y'earStud-nt,  2nd  Coll.  Prize. 
Pearce  (G.),  Salisbury. 

isao.  1st  Year  Student,  2nd  Coll.  Prize. 
1>61.  2nd  Year  Stu.lent,  2nd  Coll.  Prize. 

Peek  (F.  H.),  Diss,  Norfolk, 
s  1872.  1st  Y'ear  Student,  1st  Coll.  Prize. 
w  1873.  The  "William  Tile  Scholarship. 
w  1«74.  2nd  Y'ear  Wm.  Tite  Scholarship. 
Penbertht  (J.),  Redruth. 

Is54.  1st  Y'ear  Student,  Scholarship  ; 
Descriptive  Anatomy,  Prize; 
Chemistry,  Hon.  Cert. 
1855.  2nd  Year  Student,  Scholarship  ; 
Midwifery,  Hon.  Cert.; 
Botany,  Prize  ; 
Descriptive  Anatomy,  Hon.  Cert. 
Perkins  (J.  J.),  Brixton, 
w  18-<8-9.  3rd  ^  ear  Student  1st  Coll.  Prize. 
w  18s9-90.  4th  Year  Student,  qualified  for 
ilead  Medal. 

Pern  (A.),  Winchester,  Hampshire. 

1565.  l=t  Y'ear  Student,  Hon.  Cert. 
Perry  (E.  L.),  St.  George's  Square. 

w  1591-92.    2nd   Y'ear  Student,   2iia   Coll. 

Priw. 
Phillips  'G.  G.).  Newcastle  Emlyn. 

1859.  2nd  Y'ear  Student,  Hon.Ct-rt. 

1860.  3rd  Year  Student,  3id  Coll.  Prize. 

PiCKFORD  (J.  K.).  Brixton. 

w  1572.  1st  Year  .Student,  3rd  CoU.  Prize. 
s  1572.  Hon.  Cert. 

Pietersex  (J.),  Cape  of  Good  Hope. 

w  1853-4.     tolly  Medal  and  Prize. 

Pike  (W.  R.),  Leicester. 
1»68.  Physical  Society's  1st  Year's  Prize. 

*  Assistant  Surgeon  to  the  Hospital  for 
Women,  Soho  Square.  Late  Surg.cal  Ri.- 
gisirar  at  St.  Thomas's  Hospital. 


Pike  (J.  B  ),  Leicerter. 

w  1572.  -Jnd  Year  Student,  Hon.  Coit. 

w  1-73.  3rd  Year  Student,  lion.  Cert. 

Plaxck  (C),  Edeubridge. 

w  l5»8-9.  1st  Year  Student,  2n  1  Coll.  Pr  ze. 

w  1889-90.  2nd  Year  Student,  The  Peacock 

Scholarship. 
.<«  1390.  2nd  Year  Student,  2nd  CoU.  Piise. 
w  1890-91.  3rd  Y'-ar  .Student,  2nd  tenure  of 

Peacock  Scholarrhip :  with 

3rd  Coll.  Prize. 
Plowman  (R.),Bridgewater,  Somst. 

1862.  1st  Year  Student,  Hon.  Celt. 

1863.  2nd  Y'ear  Student,  H..n.  Cert. 

1865.  3rd  Year  Student,  Hon.  Cert. 
Pollard  (F.),  Taunton,  Somerset. 

1565.  1st  Year  Student,  2nd  CoU.  Piize. 

1866.  2nd  Year  Student,  2nd  Coll.  Prize; 

Pnvsical  Society's  2nd  Y' ear's  Prize. 
1868.  3rd"Y'ear  Student,  1st  Coll.  Prize  : 

Physical  Society's  Srd  Year's  Piize  ; 

Cheselden  Medal. 
Potter  (H.  P.),t  Denmark  Hill. 
w  1872.  1st  Y'ear  Student,  Hon.  Cert 
s  1872.  3rd  i  ollege  Prize, 
w  1573.  2nd  Y'ear  Student,  2nd  Coll.  Prize; 

Prosector's  Prize, 
w  1874.  3rd  Year  Stu  Jent,  1st  CoU.  Prize ; 

Cheselden  iledal ; 

Hon.  Cert,  for  Gen.  Proficiency. 
1875.  Grainger  Testimonial  Prize. 
PoYNDER  (G.  F.),  Clapham. 

1872.  Phys.  Society's  1st  Year's  Prize. 

1874.  Phys.  Society  s  3rd  Y'ra.  's  Prize. 
PuRKiss  (A.),  Kennington. 
w  1875-6.  Tst  Year  Student,  Hon.  Cert. 
s  1876.  Hon.  Cert. 

Purvis  (J.  P.),  Blackl  eaih. 

1861.  1st  Y'ear  s  Student,  H<  n.  Cert. ; 
Matriculation  Examination,  Hon. 

Cert. 

1862.  2nd  Y'ear  Student,  Hon.  Cert. 

1863.  3rd  Year  .Student,  Hon.  Cert. 

Purvis  (W.  P.),  Greenwich. 

■w  1890-91.  4th  Year  StU'lent,  qualified  for 

the  Cheselden  Medal. 
Raetbow  (F.),  Lower  Norwood. 

1864.  l=t  Year  Student,  Hon.  Cert. 

1865.  2nd  Y'ear  Student,  3rd  Coll.  Prize. 

1866.  Srd  Y'ear  Student,  2nd  CoU.  Prize. 
Rayner  (H.),;  Hythe,  Kent. 

1862.  Matricu.aiionEsaiuination — Physics 

and  Natural  History,  Hon.Ceru  ; 
1st  Year  Student,  1st  CoU.  Prize. 

1863.  2nd  Year  Student,  Ut  CoU.  Prize. 

1864.  3rd  Y'ear  Student,  Hon.  Cert.; 
Hon.  Cert,  for  the  Cheselden  MedaU 

Redpath  (W.).  Norwood  Road, 
w  1891-92.   4th    Y'tar    Student,    qualified 
for  Cheselden  Medal. 

Relton  (B.),  Ealing. 

1550.  2nd  Entrance  Science  Scholar-hip. 

Richardson  (C.  S.),  Greenwich, 

1851.  Surgery,  Hon.  Cert. 

1852.  Midvvifery,  Prize. 
Richardson  (L.),  Greenwich. 

1548.  General  Pathology,  IMze. 

f  Late  Siu-gical  Pvegistrar  at  St.  Tbomas'a 
HospitaL 

+  Lecturer  on  Psychology  at  St.  Th'.mas's 
Hospital.  Late  Lecturer  on  P.-ycholc.gy  at 
Middlesex  Hospital,  and  Medical  Superin- 
tendent Hanwell  Asylum. 
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Richardson  (S.  W.  F.),  Whitby. 

w  18!J9-90.  1st  Year  Student,  The  William 

'I'itP  Scbcilai-sliip. 
s  1890.  1st  Y'Mr  S  udent,  '^nd  Coll.  Prize, 
w  1S90-91.  '2nd  Year  Student,  Tlie  Jlusgiove 

Schular^llip. 
w  1891-9J.  .(id  Year  -tudi'iit,  2iid  Tenure 
<'f  Mu-tirove  Sch  larsbip. 

RroGE  (J.  J.),  Horselydown. 
1804.  1st    Y'ear    Student,    The    William 
Tite  Scliolarsbip. 

1865.  2nd  Year  of  Tite's  Scliolarshlp  ; 
Physical  Society's  2nd  Year's  Prize 
l'ro>ector's  Prize. 

1866.  The  Grainger  Testimonial  Prize. 
186S.  3rd  Y'ear  lite  Scholarship; 

Hon.    Cert,    for     Proficiency     in 

Surgery  and  Surgical  Anatomy  ; 
Treasurer's  Gold  Med  il. 

Roberts  (B.  A.),  Birmingham. 

w  1884-5.  l8t  Year  Student.  Half  1st  and 

2nd  College  Piizes. 
8  1887.  3rd  Y'ear  Stmlent,  2nd  Coll.  Prize. 

Robinson  (H.  B.),*  Lower  Norwood. 
8  1881.  2nd  Year  Student,  1st  Coll.  Prize. 

Roe  (A.  D.),  Eecles. 
w.  1880-81.    3rd  Year  Student,   2nd    Coll. 
Prize. 

Rogers  (R.  S.),  Greenwich. 

1843.   Midwifery,  First  Prize; 

Clinical  Medicine,  Hon.  Cert. 

RossiTER  (G.  I'.),  Taunton. 

1871.   1st  Year  Student.  1st  Coll.  Prize, 
w  1872.  2nd  Year  Student,  2nd  Coll.  Prize. 
8  1872.   1st  Coll.  Prize. 
w  1873.  3rd  Y'ear  Student,  3rd  Coll.  Prize ; 

Choselden  Medal; 

Treasurer's  Gold  Medal. 
Rouse  (R.  E.),  Woodbridge. 
s  1880      2ndVear  Student,  3r.l  College  Prize. 
RuDALL  (J.  T.),  Creditou,  Devon. 
1853.  J'liysiolugy,  Hon. drt. ; 

Midwifery,  Hon.  Cert. ; 

Medicine,  Hon.  Cert. ; 

Surgery.  Hon.  Cert. 

Russell  (A.  E.),  Greenwich. 

w  18a9-90.   ift  Year  Student,  2ad  Entrance 
Science  Scholarship  ;  1st  Coll. 
Prixe. 
s  1890.  1st  Year  student,  1st  College  Prize. 

W189U-9I.  2nd  Year  Student,  Half  1st  and 
2nd  College  Prizes. 

w  1891-92.  3rd  Year  Student,  1st  Coll.  Prize. 

Sandford  (H.  C),  Brixton. 

w  1872.  1st  Year  Student,  1st  Coll.  Prize. 

8  1872.  2iid  College  Prize, 
w  187.S.  2nd  Year  Student,  Ist  Coll.  Prize. 

8  1873.  3rd  College  Prize. 
w  1874.  3rd  Year  Student,  2nd  Coll.  Prize; 

Treasurer's  Gold  Medal. 
Saneyoshi  (Y.),  Tokio,  Japan, 
w  lf)11-2.  3rd  Year  Stud.-nt,  1st.  Coll.  Prize. 
Sankey  (G.  G.),  Ashford,  Ketit. 
1864.  3rd  Year  S'.udent,  :ird  Coll.  Prize. 

Saunders  (G.  M.  C),  Ijondon. 

1843    Midwifery,  Hon.  Cert. 

Saunders  (H.  W.),  London. 

18i;7.  1st  Year  Student,  2nd  Coll.  Prize. 
1868.  J'rosector's  I'rize. 

*  Junior  Demonstrator  of  Anatomy  at 
St.  Thomas's  Hospital.  Late  Resident 
.Assistant  Surgeon  to  St.  Thomas's  Hospital. 


1869.  3rd  Year  Student,  1st.  Coll.  Prize  ; 

Treasurer's  (iold  Medal ; 
Physical  Society's  3rd  Y'ear's  Prize. 
Saunders  (W.  S.),  Camden  Town. 
1.^44.  Midwif-ry,  Hon.  Cert. 
1845.  Medicine,  I'rize; 
Midwifery,  Prize; 
Clinical  Medicine,  Prize. 
Savill  (T.  D.),  Brixton. 

w  1875-6.  2nd  Entrance  Science  Scholarship; 
1st  Y'ear    Student,   The    William 
Tite  Scholarship. 
8  1876.  3rd  College  Prize, 
w  1876-7.  2nd  Year  Student,  Hon.  Cert, 
s  1877.  2nd  Y'ear  Student,  2ncl  Coll.  Prize. 

Scott  (R.  J.),  Omagh,  Tyrone. 

1861.  1st  Y'ear  Student,  Hon.  Cert. 
ScuTT  (T.).  Bere  Regis. 
w  1882-3.  3rd  Y'ear  Student,  1. it  Coll.  Prize. 
Sedgwick  (J.),  Boroughbridge. 

1854    Descriptive  Anatomj',  Hon.  Cert. 

1855.  Surgery,  Hon.  Cert.; 
]\lidwifery,  Hon.  Cert. 

Sedgwick  (L.  W.),  Boroughbridge. 

1848.  Descriptive  and  Surgical  Anatomy, 

Prize ; 
Physiology  and  Anatomy,  Prize  ; 
Medicine,  Hon.  Cert. ; 
Midwifery,  Prize ; 
Surgery,  Prize ; 

1849.  Physiology,  1st  Prize; 
Midwifery,  Isi  Prize ; 
Suigery,  Prize; 
Medicine,  1st  Prize ; 

General    Proficiency,     Treasurer's 
Medal. 
Sergeant  (E  ),  Preston. 

1870.  3rd  Year  Student,  3rd  Coll.  Prize ; 
Cheselden  Medal. 

Sewell  (K.),  Little  Oakley. 

1848.  Physiology  and  Anatomy,  Hon.Cert. 
Sharkey  (S.  J.),t  Galway. 

1S74.  Physical  Society's  2nd  Year's  Prize. 
Shaw  (J.),  Clapham  Road, 
w  1874-5.  1st  Year  Student,  1st  Coll.  Prize. 
s  1875.  Isl  Coll.  Prize. 
w  1875-6.  2nd  Year  Student,  1st  Coll.  Prize 
Shea  (H.  G.),  London. 

18611.  1st  Y'ear  Student,  Hon.  Cert. 

1861.  2nd  Year  Student,  Hon.  Cert. 

1862.  3rd  Y'ear  Student,  2nd  Coll.  Prize. 
Shea  (J.),  London. 

1855.  Midwifery,  Hon.  Cert. 
1859.  Midwifery,  Hon.  Cert. 
Shearer  (D.  F.),  Bradford,  Yorks. 
s  1888.  2nd  Year  Student,  Half  2nd  Coll. 

Prize. 
w  1889-90.  4th  Year  Student,  qualified  for 
Cheselden  Medal. 

Sheppard  (C.  E  ),J  Kensington, 
w  1873-4.  1st  Year  Student,  1st  Coll.  Prize. 

S1874.  1st  Year  Student,  2nd  Coll.  Prize, 
w  1874-5.  2nd  Year  Student,  1st  Coll.  Prize. 

s  1875.  1st  Coll.  Prize, 
w  1875-6.  3rd  Year  Student,  2nd  Coll.  Prize; 
Physical  Society's  2nd  Y'ear's  Prize. 

f  Physician  to  St.  Thomas's  Hospital. 
Examiner  in  Path dogy,  ijidversity  of 
Oxiurd.  Joint  Lecturer  on  l-'athnloL'ical 
Anatomy,  late  Dcmonst'ator  of  Morhid 
Anatomy  at  St.  Thomas's  Hospital. 

J  Latr;  Anassthetisi  to  tlie  Dental  Depart- 
ment, Resident  Assistant-Physician  aiiti 
Medical  Registrar,  St.  Thomas's  Hospital. 
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w  1876-7.  4tli  Year  Student,  the  Treasurer's 

GdKI  Medal. 
w  1877-8.  Solly    ftlcdal    and     Prize,    £21). 
Taper     published     in     Hosp. 
]!(>I'orts;  Vol.  VIII. 
SnEPPAUD  (W.  J.),  Kensington. 
w.  1880-81.     3rd   Year  Student,   3id  Coll. 

Prize. 
w  1881-2.  The  Treasurer's  Gold  Medal. 

Sherrington  (C.  S.),*  Caius  Coll., 
Cambs. 

w  1882-3.  6th  Year,  Grainger  Testimonial 
Prize. 

Shirtliff  (E.  D.),  Kingston-on- 
Thames. 

w  1882-3.  2nd  Entrance  Science  Scholari-hip. 

SiDDALL  (J.  B.),t  Morton,  Derby. 

1862.  1st  Year  Student,  Hon.  Cnrt. 

1863.  2iid  Year  Student,  Hon.  Cert. 

1864.  3rd  Year  Student,  Hon.  Cert. ; 
Hon.  Cert,  for  the  Cheselden  Medal. 

Simmons  (H.  B.  M.),  West  Indies. 

1849.  Doscriptive  Anatomy,  Hon.  Celt. 
Simon  (M.  F.),  Blackheath. 

1866.  1st  Year  Student,  1st  Coll.  Prize. 
1869.  3rd  Year  Student,  3rd  Coll.  Prize  ; 

Prosector's  Prize ; 

Prize  and  Hon.  Cert,  for  Surgery 
and  Surgical  Anatomy. 

Simpson  (H.),  Market  Weighton. 
w  1889-90.  3rd  Year  Student,3rd  Coll.  Prize. 
Sims  (G.  S.),  Derby. 
8  1881.  1st  Year  Student,  3rd  Coll.  Prize. 
SiSSONS  (W.  H.),  Hull. 

1858.  Matriculation  Examination — 

Physics,  &c.,  Prize. 

1859.  2nd  Year  Student,  Hon.  Cert.; 
Clinical  Medicine,  Prize; 
Physical  Society's  Essay,  Prize. 

1860.  3rd' Year  Student,  2nd  Coll.  Prize. 
Physical  Society's  Prize. 

Skinner  (W.),  Stockton-on-Tees. 

1848.  Botany,  Hon.  Cert.  ; 

Materia  Medica,  Hon.  Cert. 
Skipper  (J.),  Dalston,  London. 

1852.  Midwifery,  Hon.  Cert. 
Skipton  (S.  S.),  East  Indies. 

1851.  Midwifery,  Hon.  Cert. 

Slater  (J.  S.),  Bath. 

1868.  1st  Year  Student,  1st  Coll.  Prize. 

1869.  Physical  Society's  2nd  Year's  Prize. 

1870.  3rd  Year  Student,  2nd  Coll.  Prize  ; 
Treasurer's  Gold  Medal. 

Slaughter  (C.  H.),  Farningham. 

1855.  Midwifery,  Hon.  Cert. 
Slaughter  (G.  M.),  Farningham. 

1854.  Midwifery,  Hon.  Cert. 
Smith  (E.),  Wandsworth  Common, 
w  1888-9.  1st  Year  Student,  2nd  Entrance 
Science  Scholarship. 
The  William  Tite  Scholarship. 
8  1889.  1st  Year  Siuaenf,  1st  Coll.  Prize. 

*  Lecturer  on  Physiology  at  St.  Thomas's 
Hospital.  Fellow  of  Gonville  and  Caius 
College.  Cambridge.  I  rofessor  -  Superin- 
tendent of  the  Brown  Institution.  Physio- 
logical Society  Hon.  Sec.  Examiner  for  the 
Natural  Science  Tripos,  Parts  II.  and  1., 
and  in  Physiology  for  the  M.B.  Degree, 
Uuiv.  Camij.  Examiner  in  Physiology  for 
the  Conjoint  Board  in  England. 

+  Late  Physician  to  H.B.M.  Legation, 
Japan. 


w  1889-90.  2nd  Year  Studeut,lst  Coll.  Prize, 
w.  1890-91.  3rd  Year  Student,  2nd  College 

Prize. 
8  1891.  3rd  Year  Student,  2nd  Coll.  Prize, 
w  1891-92.  4th  Year  Student,  qualified  for 

CheseUhn  MedMl. 

Treasurer's  Gold  Medal. 

Smith  (H.  U.),  Reading, 
w  1876-7.  4th     Year     Student,     Cheselden 
Medal. 

Smith  (E.  P.),t  Belvedere. 

s  1876.  2nd  Year  Student,  2nd  College  Prize. 

Smyth  (H.  J.),  Brondesbury. 

w  1882-3.  1st  Year  Student,  3rd  Coll.  Prize. 
8  18K3.  1st  Year  Student,  1st  Coll.  Prize, 
w  1883-4.  2nd  Year  Student,  1st  Coll.  Prize. 
8  18S4.  2nd  Year  Student.  2nd  Coll.  Prize, 
w  18t<5-6.  4th    Year  Student,  Treasurer's 

Gold  Medal. 
Snaith  (F.),  Boston,  Lincolnshire. 

1864.  3rd  Year  Student,  Hon.  Cert. 

Solly  (E.),§  Congleton. 

w  1883-4.  2nd  Year  Student,  2nd  Coll.  Prize. 

w  1885-6.  Solly  Medal  and  Prize. 

Solly  (E.  V.),  Congleton. 

w  18J4-5.  2nd  Year  Student,  Half  2nd  Coll. 

Prize, 
w  18S6-7.     4tli  Year  Student,  qualified  for 

Cheselden  Medal. 
Sprakeling  (E.  J.),  Canterbury. 

1855.  Midwifery,  Hon.  Cert. 

1856.  2nd  Year  Student,  Hon.  Cert. ; 
Clinical  Medicine,  Prize. 

Stabb  (A.  F.),  Ilfracombe. 
\v  1885-6.  1st  Year  Student,  1st  Entrance 
Science  Scliolarship ; 
The  William  Tite  Scholarship. 
s  1886.    1st  Year  Student,  2nd  College  Prize, 
w  1886-7.    2nd  Year  Student,  The   Mus- 

grove  Scholarship, 
s  1887.  2nd  Year  Student,  1st  Coll..  Prize, 
w  1887-8.  3rd.  Year  Student,  2nd  Tenure  of 
Musgrove  Scholarship,  with  1st 
Coll.  Prize, 
w  1888-9.  4th  Year  Student,  qualified  for 
Cheselden  Medal. 
Treasurer's  Gold  Medal. 

Stabb  (E.  C.),1|  Ilfracombe. 

w  1883-4.    2nd   Year   Studeut,  Prosector's 

Prize. 
8  1884.  2nd  Year  Student,  1st  Coll.  Prize, 
w  1885-6.  4th  Year  Student,  qualified  for 
Cheselden  Medal. 

Stabb  (W.  W.),  Torquay. 

■w  1PS9-90.  4th  Year  Student.     The  Mead 

MidaL 
Staddon  (J.  H.),  London. 

1858.  Clinical  Medicine,  Prize. 

1859.  Clinical  Medicine,  Prize. 

Stephens     (J.    N.),    Walton-on- 

Thames. 
w  1876-7.  Physical  Society's  1st  Year's  Prize. 

+  Resident  Physician  and  Medical  Super- 
intendent, Bethlem  Koyal  Hospital  for 
Lunatics.  Late  Resident  Assistant-Phy- 
sician to  St.  Thomas's  Hospital. 

5  Late  Resident  Medical  Officer,  Royal 
Free  Hospital.  Late  Surgical  Registrar  at 
St.  Thomas's  Hospital. 

II  Resident  Assistant  Surgeon,  late  Surgical 
Registrar,  St.  Thomas's  Hospital. 
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Stephens  (S.  Sanders),  Taunton. 
i863.  Ph.v^ital  Society's  2i)d  Yeijr's  Prize. 

Stewart  (A.  H.),  Regent's  Park, 
w  l^^l-92.  Isi   Year  Siuil>ni,  1-t  Entrance 
.Science  .SclJular^hip ; 
2n(i  I -oil.  Piizp. 

Stoddart  F.  VV.),  Bristol. 

w  l>77-8.  1st  Year  Student,  1st  Coll.  Piize. 

Stokes  (W.  G.  G.),  Cambridge. 

w  1887-8.  3ra  Year  Student,  3rd  Coll.  Prize. 

Stone  (W.  H.),*  London. 
1854.  Matriculation  Examiuation — 

Scholarship ; 
1st  Y'ear  Student,  Scholarship ; 
Descriptive  Anatomy,  Hun.  Ceil. ; 

1854.  Botany,  Prize; 
Chemistry,  Prize. 

1855.  2nd  Y'ear  Student,  Scbolarsbip; 
Foren.-ic  Medicin>-,  Prize; 
Physical  Society's  Essay,  Prize; 
Practical  Chemistry,  Prize ; 
Wtdicine,  Prize; 

Descriptive  Anatomy,  Hon.  Cert. ; 
Materia  Medica,  Prize; 
Pliysiology,  Prize ;  [Prize. 

Clinical  Medicine,   Mr.   !X.  Smith's 

1856.  Clinical  Medical  Prize  ;         [Medal. 
General    Proficiency,     Treasurer's 

Scmmerhayes     (H.),     Crewkerne, 
Somersetsliire. 

1861.  Matriculation  E.xamination  — 

Classics        and        Mathematics, 

President's  Prize ;  [Prize ; 

Modern    Language.-!,    &c.,    College 

Physics     and      iSatural     History, 

College  Prize ; 
The  William  Tite  Scholarship. 

1862.  2ud  Y"ear  Tiie's  Scholarship. 

1863.  3rd  Year  Tite's  Scliolarship ; 
•      Treasurer's  Gold  Medal. 

Summerhates     (W.),     Crekweme, 
Somersetshire. 
1856.   Matriculation    Examination — Clas- 
sics and  Mathematics,  Hon.  Cert. ; 
Matriculation  Examination — 

Modern  Languages,  Prize. 
Sutcltff  (E.),  Camberwell. 
1861.   1st  Year,  3id  College  Prize; 

jMatriculation   Examination — Hon. 
Cert. 
1863.  3rd  Year  Student,  3rd  Coll.  Prize. 

SuTCLiFFE  ( J.),  Ashton-under-Lyne 
1869.   Prosector's  Prize. 

Sutcliffe  (W.  G.),  Clapham. 
TC  1888-9.  ist  Year  Student,  ist  Coll.  Prize. 
s   18'i9.  1st  Year  Student,  2nd  Coll.  Prize. 
■w  1889-90.  2nd  Year  Student,  2ud  Coll. Prize. 
w  1891-92.  4th  Year  Student,  The  Chesel- 
den  Jledal. 

Swallow  (J.  D.),  Eeading. 
1861.  2nd  Y'ear  Student,  Hon.  Cert. 

*  Late  Physician  to,  and  Lecturer  on 
Physics  and  JSatural  Philosophy,  and  on 
Materia  Mpdica  at,  St.  Thomas's  Hospital ; 
Late  Examiner  in  Medicine,  Rnyal  College 
of  Physicians;  Late  Assistant-Physician  to 
the  Hospital  fur  Consumption,  Bromptun. 

f  Director-General  of  the  Medical  Depart- 
ment Imperial  Japanese  Navy.  Surgeon  to 
the  Tukio  General  Hospital. 


Sweeting  (R.  B,),  Eeading. 

18J3.    1st  Year  Student,  .Scholarship; 

Descriptive  Anatomy,  Hon.  Cert.: 

Chemisiry,  Hun.  Cert. 
1S54.   2nd  Year  .Student,  Scholarship  ; 

Jlidwiferj-,  Prize. 
1855.   3rd  Year  Stu- lent.  Scholarship; 

ilidwifery,  Hon.  Cert.  ;         [Prize. 

Clinical      Medicine,      Treasurer's 
Sweeting  (T.),  Reading. 
1855.   Midwifery,  Hun.  Cert. 

TAKAKi{Kaiieliiro),tKasumigaseki, 

Tokio,  Japan, 
w  is;5-e.    1st  Y'ear  Student,  3rd  Coll.  Prize. 
s  1876.    2nd  College  Prize, 
w  1876-7.   2nd  Year  Student,  1st  CoU.  Prize. 
8  1877.  2nd  Year  Student,  3rd  Coll.  Prize, 
w  1877-8.  3rd  Y'ear  Student,  2ud  Coll.  Prize. 
\v  ls7»-9.  4th  Year  Student; 

I'he  Cbeselden  .Medal; 

The  Tieasurei  "s  Guld  Mei!al. 

Talbot  (G.  T.),  Kidderminster. 
It  IS.   Medical  Kepurts,  Dr.  Roots'  Prize. 

Taylor  (C.  M.),  Wrawby,  Brigg. 

1871.   Ist  Year  Student,  2nd  Cull.  Prize, 
w  1872.  2nd  Year  Student,  1st  Coll.  Prize, 
n- 1873.  3rd  Year  Student.  1st  ColL  Prize; 
Surgery    and    Surgical   Anatomy, 
Hon.  Cert. 

Taylor  (S.),J  Burton-on-Trent. 
w  1872.  3rd  Year  Student,  Hon.  Cert. 

Taylor  (S.  J,),  Grantham. 

s  1875.    1st  Year  .Student,  Hon.  Cert. 

w  1875-6.   2nd  Year  Student,  The  Musgrove 

Scholarship, 
w  1876-7.   3rd     Vear    Student,    2nd    Y'ear 

Musgrove  .Scholarship,  and  1st 

College  Prize, 
w  1877-8.   The  Mead  Medal ; 

The  Treasurer's  Gold  MedaL 

Teanby  (F.  W.),  Turnham  Green. 

Is51.    Practical  Midwifery,  Prize. 
1852.  Clinical  Medicine,  Junior  Prize; 
Midwifery,  Hon.  Cert. 

Thomas  (L.  M.),  Camberwell. 

1866.    1st  Year  Student,  3rd  Coll.  Prize. 
Is67.   2nd  Vear  .Student,  3rd  Coll.  Prize. 
1869.  3rd  Year  Stuoent,  2nd  CoU.  Prize; 
Cheselden  Medal. 

Thomas  (P.  C),  Chelsea. 

w  1887-8.  Jth  Y'ear   Student,  qualified  for 
the  Mead  .Medal. 

Thomas  (\V.  L.),  Neath,  Glamorgan. 
1845.  Chemistry,  Prize ; 

Jialeria  Medica,  Prize. 
1847.   Jledicine,  Hon.  Cert. ; 

Physiology  and  Anaiomy.  Prize  ; 

Pnysical  Society's  Essay,  Prize, 

Thompson  (F.  H.),  Tenbury. 

ls7o.   Prosecior's  Prize. 
Thcdichum  (G.  D.),  Kensington. 

w  187S-9.  Physical  Society's  2nd  Year's  Prize. 

TiiioiHY  (P.  v.),  London. 

1  So  1 .   Practical  INIidwifery,  Prize ; 
Midwifery,  Hon.  Cert. 

J  Assistant  Physician  West  London 
Hospital.  Late  Demonstrator  uf  Anatomy, 
St.  Thoma>'s  Hospital.  Late  Physician 
North  London  Hospital  for  Consumption. 
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TiXLEY  (W.  E.  F.),  Whitby. 

w  1891-32.  2nd  Yea'SiU'lfnt,  1st  Coll.  Pi  ize. 

Todd  (A.  J.  M.),  Gravesend. 

w  1S63.  1st  Year  Student,  2nd  OjU.  Prize. 

w  lS6t.  ProsKtor's  Prize. 

Toi-LER  (S.  G.),  Notting  Hill. 

w  1883-6.  1st  Year  Student.  2nd  Entrance 

.Sctpnc  Scholarship, 
s  1886.  1st  Yesr  Student,  1st  CoUeee  Prize. 
w  18815-7.  2nd  Year  Student,  Half  Ist  and 

2nd  College  Piizes. 
w  1887-8.  3rd  Year  Student,  2nd  Coll.  Prize. 
w  1888-0.    4th   Year  Student,   Tue  Mead 
Medal. 

ToMsoN  (K.),  Luton,  Beds. 
18-12.   MdtTii  >l<?-li  a,  Prize. 
1843.   Medicine.  Prize; 

Clinical  Medicine,  Hon.  Cert. 

ToMSOS  (W.  B.).  Lutou,  Beds, 
w  1879-80.  1=1  Year  .Student,  2nd  Coll.  Prize. 
8  1880.  1st  Yfar  Student,  2nd  OjU.  Prize, 
w  1810-81.  2nd  Year S-udtnt,  The  Muserove 
.Schi.larsbip,  Pr.  "sector's  Prize, 
w  1881-2,  3rd  Year  Student,  2nd  Coll.  Prize  ; 
2nd     Tenure     of     Musgrove 
Scholarship. 
S  1882.  2Qd  C'Al.  p. ize. 
w  1882-3.   I'reasuer's  Gold  Medal. 

ToyKETG  (J.  H.),  Camborne. 

w  18»4-5.  3rd  Year  Student,  Half  2nd  and 

3rd  College  Prizes. 
w  1885-6.  4th  Y'ear  Student,  The  Cheselden 

Medal. 

ToTSTKA  (K.).*  Tukio.  Japan, 
s  1882.  1st  Yeir  Student,  2nd  CAl.  Prize, 
■w  1882-3.  2nd  Year  Student,  Half  Musgrove 

Scholarship  and  Isl  CoIL  Prize 

combined. 
w  18s3-4.  3rd  Year  Student,  2nd  tenure  of 

Half    ifusgrove    Scbolarohip, 

with  3rd  Collf  ge  Prize. 

Tkesd  'H.  G.),  Bridgre water. 

]a53.   Practical  Milwifery,  Prize; 

Midwifery,  Hon  Cert. 
1854.  Midwifery,  Hon.  Cert. ; 

Clinical  3iedicine,Treasnrer'8  Prize. 

Treves  (W.  K.),  Dorchester. 

1«63.   Matriculation  E.xamination — 

Physics    and    Xatnral    History, 
Hon.  Cert.  ;  and 
Modem  Langtiages  and  Modern  His. 
tory,College  Prize  and  Hon.  Cert.; 
1st  Year  Student,  Hon.  Cert. 
1865.   3rd  Y'ear  Student,  2nd  Coll.  Prize ; 
Prosector's  Prize. 

TrBN-ET(H.G.),t  Cambervreil  Grove. 

w  18-(5-6.  2nd  Year  Student,  2nd  Coll.  Prize. 
8  1886.  2nd  Year  Student,  2nd  College  Prize. 
-w  1886-7.  3rd  Year  Student,  3rd  Coll.  Prize, 
s  1887.  3rd  Year  Student,  1st  Coll.  Prize, 
w  1887-8.  The  Mnad  Medal. 

Tyeeell  ("NV.),  Kichmond. 

1851.  De^criptive  Anatomy,  Hon.  Cert. 

1852.  Medicine,  Hon.  Cert. ; 
Surgery,  Hon.  Cert. 

1853.  Forensic  Med.cine.  Hon.  Cert. : 
Ophihalmic  tssay.Mr.Dixon  sPrize 

1854.  Surgical  Reports.  President's  Prize 

*  Deputy  Inspector  General  of  Hoepitals, 
Imperial  Japanese  Xavy. 

t  Resident  Assistant  Physician  to  St. 
Thomas's  Hospital. 


UsiXEY  (W.  F.),  Sydenham. 

w  1887-8.  2nd  YearSiudent,  Ist  Coll.  Prize. 

Vardy  (J.  L.),  London. 

1854.  Jlidwifery.  H^.n.  Cert. 

1855.  Practical  Midwifery,  Pri.^e. 

Verdox  CH.  W.),  Eccles. 

1872.   2nd  Year  .Student,  Hon.  Cert. 
Wagstaffe  (W.  W.),*  Kennington. 
l»t)2.   Matriculation   Kxamination— Clas- 
sics and  Mathematics,  President's 
Prize. 
Physics     and     Natural     History 

Col.ege  Prize; 
Modem    Languages,    &c..  College 

Prize; 
1st    ^ear     Student,     Treasurer's 
Prize; 

1863.  2nd  Year  .Student,  1st.  OjU.  Prize. 

1864.  3rd  Year  Stu-ient.  1st  O.IL  Prize; 
Physical  Societv's  3rd  Y'ear's  Prize 
Cheselden  Medal ; 
Treasurer's  Gold  Medal. 

Walker  (R.),  Kendal. 

1854.   Descriptive  Anatomy,  Hon.  Cert.; 

Midwif-ry,  H..n.  Cert. 
1853.   Midwifery,  Hon.  Cert. 

Wallace  (C.  S.),  Haslemere. 

■w  1887-8.  l»t  Year  Student,  Half  2Qd  Coll. 

Prize. 
8  1888.  1st  Year  Student,  2nd  Coll.  Prize, 
w  1888-9.  2nd  Year  .Stident,  1st  Coll.  Prize, 
w  18!-9-90, 3rd  Y'ear  Student,  2nJ  Coll.  Prize. 

Waller  'A.),  Islington. 

1864.  1st  Y'ear  Student,  Ist  Coll.  Prize. 

1865.  2nd  Year  Student,  1st  OjU.  Prize. 
1»66.   3rd  >  ear  Student,  1st  O.ll.  Prize; 

Physical  .Societv's  yrd  Year's  Prize 
Treasurer's  Gold  Mt-dal. 

Waller  (0.  B.),  London.  * 

1860.  2nd  Y'ear  Student,  Hon.  Cert. 
Ward  (F.  H.),§  Scarboro'. 

1863.  1st  Y'ear  S  udent,  Treas.  Prize. 

1864.  2nd  Y'ear  Stud-nt,  1st  Coll.  Prize ; 
Physical  Soc.  2nd  Y'ear's  Prize. 

1365.  3rd  Y'ear  Student.  1st  ColL  Prize  ; 
Piiysical  S-c.  3rd  Y'ear's  Prize ; 
Cheselden  Medal ; 
Treasurer's  Gold  MedaL 

Watson  (F.),  Nottingham. 

1859.   1st  Y'ear  Student,  Hon.  Cert.; 

Matriculation  Hxamination 

Physics,  A:c.,  Prize. 

Way  (F.  W.),  Fratton,  Portsmouth, 
1853.   Drscriptive  Anatomy,  Hon.  Cert.; 

Chemistry,  Hon.  Cert.  ; 
1&54.   Midwifery,  Hon.  Cert. ; 
.Surgery,  Hon.  Cert. 

Wat  (J.  P.),  Portsmouth. 

1861.  1st  Y'ear,  Hon.  Cert. 
Webber  fW.  W.\  Crewkeme. 

w  1876-7.  1st  Year  Student,  3rd  Coll.  Prize. 
Webster  (E.),  Lee. 
w  18S3-4.  1st  Y'ear  Student,  1st  Coll.  Prize. 
s  1885.  2nd  Y'ear  Student,  Half  2nd  Coll. 
Prize. 

j  Late  Assistant  Sui^eon  to,  and  Joint  Ijeo- 
turer  on  Anatomy  at,  St.  Thomas's  Hospital. 
Late  Member  of  the  Board  of  Exammers, 
Royal  CoUege  <.f  Surgeons. 

5  Assistant  Medical  OflBcer,  County  Asy- 
lum, Tooting,  Surrey. 
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Webster  (H.),  Dulvvich. 

1851.  MatricuUilion  Scli.,  Hon.  Cert.  ; 
Descriptive  Anatomy,  Hon.  Cert. 

1852.  Botiuiy,  Hon.  O'rt. 

1853.  Midwifery,  Hon.  Cert. 

Weekes  (F.  H.),  Southampton. 

w  1873-4.  1st  Year  Student,  3rd  Coll.  Prize. 

s  1874.   3rd  Coll.  Prize. 

w  1874-5.  2nd  Year  Student,  2nd  Coll.  Prize. 

s  187,5.     3rd  Coll.  Prize. 

w  1875-6.  3rd  Year  Student,  3rd  Coll.  Prize. 

Wells  (A.  E.),  Brixton. 

w  1877-8.  1st  Year  Student,  2nd  Entrance 
Science  Scholarship. 

West  (J.  F.)  * 

1853.  Midwifery,  Hon.  Cert. 

1854.  Forensic  Jledicine,  Hon.  Cert.; 
Patholngy,  Hon.  Cert. 

1855.  Opbtlialmic  Reports,  Prize. 

Wheaton  (F.  D.  W.),  Honiton. 

1845.  Practical  Midwifery,  Hon.  Cert. 
Wheaton  (S.  W.),t  Battersea  Park. 
s  1885.  3rd  Year  Student,  Half  Ist  and  2nd 

College  Prizes. 
w  1885-6.    4th    Year   Student,   The   Mead 

Medal. 
Whitehead  (E.  T.),  Battersea. 

w  188G-7.  1st  Year  Student,  2nd  Coll.  Prize. 
8  1888.  2nd  Year  Student,  Half  2nd  Coll. 
Prize. 

Whitehead  (J.),  Preston. 
18B1.   1st  Year,  Hon.  Cert. 

1862.  2nd  Year  Student,  3rd  Coll.  Prize. 

1863.  3rd  Year  Student,  2nd  Coll.  Prize. 
Wiles  (J.),  Hitchin,  Herts. 

1850.  Physiology,  Hon.  Cert. 

1851.  (Accoucheur)  Midwifery,  Prize. 
Williams     (H.),     Longley,     near 

Gloucester. 

1868.  1st  Year  Student,  2nd  Coll.  Prize. 

1869.  2nd  Year  Student,  3rd  Coll.  Prize. 
Williams  (J.),  Westerleigh,  Bristol. 

1855.  1st  Year  Student,  Scholarship; 
Midwifery,  Prize ; 

Botany.  Prize; 
Chemistry,  Hon.  Cert. ; 
Descriptive  Anatomy,  Prize; 
Materia  Medica,  H.m.  Cert. 

1856.  2nd  Year  Student,  Trea.'s  1st  Prize. 

1857.  3rd  Year  Student,  Hon.  Cert. 
Gen.  Proficiency,  Treasurer's  Medal. 

Williams  (J.),  Doncaster. 

1858.  1st  Year  Student,  Hon.  Cert. 

1859.  2iid  Year  Stuilent.  Hon.  Cert.  ; 
Clinical  Medicine,  Prize. 

1860.  3rd  Year  Student,  Hon.  Cert. 
Williams  (P.  H.),  Monmouth. 
8  1872.    1st  Year  student,  Hon.  Cert. 

*  Late  Surtceon  to  Queen's  Hospital,  and 
PvofLsSor  (rf  Clinical  Surgery  at  Queen's 
Collfge   Birmiiuiham. 

t  PhyMcian  to  tlie  Roval  Ho«pital  for  Chil- 
dren and  Women,  to  the  Surrey  Dispensary, 
and  to  the  Sr..  John's  Home  for  Women ; 
late  Di-monttrator  of  Physics,  St.  Thomas's 
Hospital. 


Williams    CP.  M.  G.),    Newcastle 
Emlyn. 
18G4.   Practical  Sfidwifery,  Prize. 

Williams  (R.  M.),  Beaumaris, 
w  1879-80.  1st  Entrance  Science  Scholar- 
ship. 
Williams  (W.  R.),J  Nottingham. 

1856.  Matriculation  Examination   in 

Classics,  Mathematics,  Hon.  Cert. 
Williamson  (R.  J.),  Rijwn. 

w  1876-7.  1st  Entrance  Sc.  Scholarship. 

Winston  (W.  B.),  Oxford  Grardens. 

w  1887-8.  1st  Year  Student,  2nd  Entrance 

Science  Scholarship, 
w  1888-9.  2nd  Year  Student,  2nd  Coll.  Prize. 
8   18^9.  2nd  Year  Student,  1st  Coll.  Prize, 
w  1891-92.  Solly  Medal  and  Prize. 

Witheuby  (W.  H.),  Croydon. 

1858.   Matriculation       Examination      in 
Modern  Languages,  Prize. 
VVoakes  (E.),  Luton,  Beds. 

Ia56.   1st  Y'ear  Student,  Hon.  Cert. 

1857.  2iid  Y'ear  Slndent,  2nd  Prize  ; 
Clinical  Medical  Prize. 

1858.  Essay  on  Neuralgia, Mr.  N.Smith's 

Prize ; 
Surgery   and    Surgical    Anatomy, 
Cheselden  Medal. 
Wood  (G.  J.),  London. 

18B3.   Descriptive  Anatomy,  Hon.  Cert. 
Wood     (R.    H.),     Loughborcugli, 
Leicester. 

1854.  Descriptive  Anatomy,  Hon.  Cert. 

1855.  Surgery,  Hon;  Cert.  ; 
Midwifery,  Prize ; 
Medicine,  Hon.  Cert. ; 
Descriptive  Anatomy,  Prize; 
Physiology,  Hon.  Cert. 

1856.  Physical  Society's  Essay,  Priza. 

Woodhouse  (T.  J.),  London. 
1855.  ChemLstry,  Hon.  Cert. ; 

Materia  Medica,  Hon.  Cert. 

Woodman  (W.  E.),  Camberwell. 
8  1875.  1st  Year  Student,  2nd  CoU.  Prize. 
Wotton  (H.  G.) 

1855.  Midwifery,  Hon.  Cert. 

1856.  Midwifery,  Hon.  Cert. 

Wrench  (E.  M.),  Cornhill. 

1851.  Descriptive  Anatomy,  Hon.  Cert. ; 
Physical    Society's    Essay,    Trea- 
surer's 1st  Year's  Prize; 

185^.   Physiology,  Hon.  Cert. 

Wright  (E.  H.),  Jersey. 
B  1885.   2nd  Year  Student,  Half  2nd  Coll. 
Prize. 

Wyman  (C),  Putney. 

w  1889-90    Solly  Mediil  and  Prize. 

Wyman  (W.  S.),  Kettering,  North- 
ampton. 

1852.  Matriculation      Examination 

Scholarship. 

J  Late  one  of  H.  M.  Commissioners  In 
TiUiiacy ;  late  Resident  Physician  to  Bethlem 
Koyal  Hospital;  late  Lecturer  on  Mental 
Diseases  at  St.  Thomas's  Hospital. 


All  old  Students  of  St.  Thomas's  Hospital  are  requested  to  send  their  present 
addresses  to  Tlie  Medical  Secretary,  St.  Thomas's  Hospital,  Albert 
Umbanlcmenf,   Westminster  Bridge,  S.E. 
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